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CHRONIC COMPRESSION STENOSIS OF 
THE DUODENUM* 
With Report oF A CASE PRESENTING UNUSUAL 
FEATURES 
Joun S. Hevms, A.B., M.D., F.A.C.S., 
Tampa. 

The condition is probably not so rare as has been 
heretofore supposed. There appears to have been, 
up to 1900, brief literature referring to the con- 
dition only vaguely, without definite conception 
as to its real nature. 

History. Duval’ tells us, although Wilkie* 
seems to disagree, that the condition was first de- 
scribed by Petit in his graduation thesis at the 
University of Paris in 1900. Robinson* reported 
two patients in 1900. Finney‘ wrote his experi- 
ence in 1906 and in 1912 Bloodgood’ presented 
an epochal paper. This was followed by reports 
of the work of the Kellogs.® The literature has 
grown gradually, until its volume is large. A 
splendid historical resume is contained in an 
article by Higgins.* 

Anatomic Pathology. Chronic stenosis of the 
duodenum usually occurs at its third portion, in 
the midline, where the root of the mesentery com- 
presses the intestine at that point. Compression 
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Fic. 1. From failure of agglutination of the ascending 
colon and hepatic flexure, the transverse mesocolon be- 
comes attached nearly parallel with the mesentery in such 
manner that the right half of the third portion of the duo- 
denum, genu inferius and second portion are suprameso- 
colic. 

*Read before the Fifty-Eighth Annual Meeting of the 
Florida Medical Association, Orlando, May 12, 13, 1931. 


by the superior mesenteric artery may be the chief 
factor, although compression by the colica media 
artery may play a secondary or, indeed, the chief 
role in some cases. This gives rise to two types 
of cases, as pointed out by Duval, the gastroduo- 
denal type and the colonic type. This distinction 
is important, for each type needs a different type 
of duodenojejunostomy for its correction. In 





Fic. 2. The transverse colon is raised; a bulging of the 
dilated third portion is seen between mesenteric pedicle 
and colica media. 


the gastroduodenal type the transverse mesocolon 
is in a position of normal fixation, which is above 
the third portion of the duodenum crossing the 
second portion above the genu inferius duodeni. 
The compression in this type is caused by the 
superior mesenteric artery. 

In the colonic type there is ptosis of the trans- 
verse colon and the hepatic flexure, and the agglu- 
tination of its mesentery occurs at varying degrees 
from its normal position to a position parallel to 
the direction of the root of the mesentery of the 
small intestine, bringing the colica media artery 
at varying degrees of approximation to the direc- 
tion of the superior mesenteric artery. In this 
manner the colica media artery becomes the com- 
pressing agent. (Figs. 1 and 2.) 

That portion of the duodenum which normally 
lies between the transverse mesocolon and the 
mesentery, or between the normal position of the 
colica media and the superior mesenteric artery, 
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is reduced to varying degrees by descension of the 
transverse mesocolon until it may be completely 
reduced, so that the genu inferius duodeni and 
the transverse portion of the duodenum lie above 
the mesocolon. This anatomic pathology must be 
taken into account in surgical technic. (Fig. 3.) 

When compression stenosis of the third portion 
of the duodenum occurs from the superior mesen- 
teric artery a great dilatation of the first and 
second portions of the duodenum above the meso- 
colon is observed. When the transverse colon is 
raised the genu inferius and the third portion are 
found to be dilated up to the root of the mesentery 
and the rest of the duodenum is normal in caliber 
or less. 

In compression by the colica media artery the 
anatomic pathology is not so pronounced. There 
is less dilatation and the clinical symptoms are 
modified. 

The stomach may or may not be dilated. Gas- 
tric distention may be very marked. Stavely* and 
Wilkie? have both reported cases with marked 
dilatation of the pylorus. It is believed that the 
gastric dilatation is secondary. 

Marked congenital malformation may be pres- 
ent, such as faulty fixation of the colon or incom- 
plete rotation of the intestine. 

Pathogenesis. Duval" states : “It seems that at 
the base of the mechanism producing compression 
by the preduodenal arteries there is always con- 
genital malformation. Certain conditions ac- 
quired during life may increase the compression.” 
Incomplete rotation of the colon and small intes- 
tines, with abnormal aggiutination of the hepatic 
flexure and transverse mesocolon, are the chief 
factors of congenital origin in this mechanism. 

There may be a short mesentery ( Bloodgood ), 
which may hold the small intestinal loops in sus- 
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Fic. 3. Different locations of transverse mesocolon in 
oblique attachments. 
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pension without other support, thus compressing 
the third portion of the duodenum against the 
spine posteriorly. 

An excessively long mesocolon at the hepatic 
flexure and the transverse colon (Kellog), with 
marked ptosis, may cause a closure of the angle 
between the superior mesenteric artery and aorta. 

A relaxed abdominal wall, which may be con- 
genital, or acquired, as in pregnancy, seems to be 
a secondary contributing factor which may co- 
operate with a short mesentery. 

Longyear and Alglave and others have called 
attention to the congenital or acquired primitive 
renal ptosis supported in a secondary way by a 
coloptosis, bringing down the colica media artery 
and finally making traction upon the mesenteric 
artery, thus closing the angle between this artery 
and the aorta, compressing the duodenum at its 
third portion. 

Congenital incomplete rotation, constituting 
marked volvulus, may cause compression at the 
third portion and at the jejunal first loop, as ap- 
pears to have happened in the case reported herein. 

Congenital malformations, therefore, play an 
important role in the pathogenesis of the condition 
of duodenal compression. After the primary con- 
dition of stenosis and dilatation of the duodenum 
have occurred infection may play a part in the pro- 
duction of adhesions to the gall-bladder and other 
adjacent structures. These adhesions may be 
secondary to preexistent congenital adhesions. 

Other complications may be hemorrhagic pan- 
creatitis, biliary infection and duodenal ulcer. 

Hemorrhagic pancreatitis has been described 
by Wilkie. At autopsy he found great dilatation 





Fic. 4+. Saggital view of a human embryo 5 mm. In 


length. 
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Fic. $. Saggital view of the umbilical region in a hu- 


man embryo 10 mm. in length. 


of the duodenum. Duodenal stasis had favored 
penetration of septic material into the pancreatic 
duct and activated the pancreatic ferments. 

“The sphincter of Oddi normally will prevent 
a reflux from the duodenum into the canal of 
Wirsung, but Oddi, in 1909, showed in 10 cases 
that the duct of Santorini becomes the chief route 
for the glandular secretion, and that, perhaps, this 
duct when abnormal is capable of preventing a 
duodenopancreatic reflux.” ( Duval)". 

These complications must be taken into con- 
sideration, for they call for certain modifications 
of treatment. 

In order to understand the role played in this 
condition by congenital malformation, such as 
faulty rotation and faulty fixation of the mesen- 
tery and mesocolon, it is necessary to review the 
normal embryological processes concerned in 
these mechanisms. 








‘eas 
Fic. 6. Anterior view of the umbilical cord in a human 
embryo 18 mm. in length. 


1 and beauti- 


As has been pointed out by Cullen’ 
fully illustrated by Max Brodel, when the embryo 
is about 5 mm. in length the amnion is much 
larger than the yolk sack. The esophagus, stom- 
ach, liver and pancreatic buds and the first curve 
of the small intestine are clearly visible. These 
structures at this time are contained within the 
coelom. The cord now contains the omphalomes- 
enteric duct and its vessels, surrounded by the 
exocoelom. (Fig. 4.) 

When the embryo has reached 10 mm. in length, 
the small intestine still consists of one loop, but 
it has been drawn out into the cavity of the exocoe- 
lom contained within the cord. ( Fig. 5.) As stated 
by Cullen, this is apparently due to traction by the 
omphalomesenteric duct and its vessels. There 
is beginning at this time what may be termed a 
physiologic herniation of the small intestine. By 
the time the embryo reaches the length of 18 mm. 





Fic. 7. Saggital section of the umbilical region in a 
human embryo 23 mm. in length. 


the small intestine shows many convolutions and 
nearly all the small bowel lies outside the body of 
the embryo in the exocoelomic cavity in the cord, 
while at a length of 23 mm. the exocoelomic cavity 
contains practically all the small intestine except 
the jejunum and all the colon except the de- 
scending. (Figs. 6 and 7.) 

At this time the colon and the cecum lie to the 
left side and the small intestines lie to the right. 

At a length of 4.5 cm. the intestines have re- 
ceded entirely into the abdominal cavity. (Fig. 8.) 

The causative factors, which determine the 
physiologic herniation of practically all of the 
midgut and finally its recession into the abdom- 
inal cavity, probably are not entirely understood. 
As Cullen! states, about the time the embryo is 
10 mm. in length the small intestine which con- 
sists of one loop has been drawn out into the 








268 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


exocoelom probably by the omphalomesenteric 
duct and vessels. The larger portion of the small 
intestine is then developed within the exocoelom. 

The separation of the omphalomesenteric duct 
from the intestine seems to vary. “It has been 
found to be detached in a 7 mm. length embryo 
by Mall and in a 4.9 mm. embryo by Ingalls.”’” 

Ochsner, quoting from Dott,’’ states in effect 
that the causative factors determining the physio- 
logic herniation of the midgut are the rapid in- 
crease of the size of the liver and the rapid in- 
crease of the length of the intestine out of pro- 
portion to the rest of the abdomen. 

Rotation of the midgut probably occurs simul- 
taneously with its recession into the abdominal 
cavity. According to Frazier and Robins, this 
recession occurs between the fifth and tenth week. 
The exact cause of the recession of the midgut 
into the abdominal cavity appears not to be clearly 
understood. It appears, however, that the first 
stage of rotation begins in the exocoelomic cavity. 





Fic. 8. Saggital section of the umbilical region in a 
human embryo 4.5 cm. in length. 


Rotation probably takes place around the superior 
mesenteric artery as its axis. The duodenum 
passes underneath this artery, carrying with it the 
jejunum, the ileum following as the midgut is 
drawn into the peritoneal cavity. The cecum, 
being the largest and most distal unit of the mid- 
gut, is drawn through the umbilical opening and 
into the peritoneal cavity last of all. The cecum 
then normally drops to the right and descends 
to the lower right quadrant and normal aggluti- 
nation of the ascending and transverse colon takes 
place. Posterior parietal fixation of the mesen- 
tery of the small intestine then occurs. 


It can be readily seen that marked deviations 
from these normal embryologic mechanisms may 
cause serious consequences. 

In the case reported herein it would appear that 
incomplete rotation of the small intestine oc- 
curred ; in that only the distal part of the third 
portion of the duodenum and a segment of the 
first portion of the jejunum passed behind the 
root of the mesentery and the superior mesenteric 
artery, leaving the major portion of the jejunum 
to the right and the ileum in front and to the left 
of this artery in a postion of 180 degrees rotation, 
iliojejunal volvulus. 

The cecum and ascending colon were incom- 
pletely rotated, the cecum having been arrested 
immediately underneath the umbilicus. The as- 
cending colon was fixed in an oblique transverse 
curved direction from the cecum to the hepatic 
flexure, where it joined the transverse colon which 
was in its normal position of agglutination. A 
ventral view showed the ileum proceeding from 
the cecum in the midline toward the left in almost 
the position of the jejunum in the normal, except 
that it lay anterior to the superior mesenteric 
artery. On the other hand, the jejunum lay pos- 
teriorly to the superior mesenteric artery and pro- 
ceeded immediately to the right, with its proximal 
segment compressed by the superior mesenteric 
artery about 3 cm. below the point of compression 
of the duodenum. (Fig. 9.) 

The case presents a double chronic compression 
of the intestine by the superior mesenteric artery, 
first at the third portion of the duodenum and 
second at the first loop of the jejunum. Stenosis 
with enormous dilatation of first, second, prox- 
imal and terminal segment of the third portion 
of the duodenum and beginning of first loop of 
the jejunum and finally an enormous secondary 
dilatation of the stomach had occurred. (Fig. 10.) 
In addition to these findings, it may be stated that 
adhesive hands from the fundus of the ga!l-blad- 
der passed over the duodenum between its first 
and second portion, causing a constriction at that 
point, which produced in the roentgenographic 
films four fluid levels. (Fig. 11.) 

Diagnosis. Briefly the clinical diagnosis of this 
condition rests upon the presence of few but 
marked symptoms. The chronicity of the con- 
dition is marked. There is usually present pain 
in the epigastrium with epigastric fullness, par- 
ticularly after meals. Nausea and vomiting after 
eating is an almost constant symptom. The vom- 
itus may contain bile and pancreatic juice. Con- 
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stipation is nearly always present, though diarrhea 
of a duodenal type may occasionally occur. In 
the colonic cases the symptoms are not so marked 
and the condition not so severe as in the gastro- 
duodenal type. Constipation is more marked in 
the colonic type. Emaciation and a muddy, sallow 
appearance of the skin is present in chronic cases. 
Headaches of the so-called migraine type are 
nearly always present in chronic cases. Nervous 
manifestations may be present. 

The roentgenologic findings make certain the 
diagnosis, and treatment should not be advised 
without such examination. 

Treatment. The treatment consists of medical 
and surgical measures. Medical treatment is only 
applicable to the mild type of cases and consists 
of posture, rest in bed, taking of quantities of fat- 


4 Colon cut 


_ Terminal ileum 
F cut 


-First loop of jejunum 





C8~a H.22 - 


Fic. 9. Ventral view of case reported showing dilated 
stomach, first, second and third portions of duodenum and 
first loop of jejunum. The insert shows position of appen- 
dix, caecum and ascending colon. 


forming foods and the application of properly 
fitting belts, pads and abdominal supports. 

The knee-chest posture gives marked tempo- 
rary relief. The mechanism is that the root of 
the mesentery in this position swings forward and 
upward, thereby relieving the pressure of the 
superior mesenteric artery upon the duodenum 
and the gastroduodenal contents pass into the 
lower intestine. 

Surgical Treatment. In the gastroduodenal 
type, where the transverse colon is in its normal 
position of fixation and the stenosis is due to a 
chronic compression of the third portion of the 
duodenum by the superior mesenteric artery, a 
submesocolic duodenojejunostomy, the anasto- 
mosis between the first loop of the jejunum and 
the third portion of the duodenum being made to 
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Fic. 10.—Roentgenographic film of Fic. 11.—Roentgenographic film of 











Fic. 12 (See also figs. 13, 14 and 


patient showing dilatation of patient showing four fluid levels— 15).—Progressive steps of technique 


stomach, first, second and third por- standing position. 
tions of duodenum and first loop of 
jejunun—prone position. 


the right of the superior mesenteric artery, gives 
complete and permanent relief. (Fig. 12.) 

In the colonic type, that is, where there is a 
coloptosis of the right half of the transverse and 
the ascending colon, it is necessary to do an intra- 
mesocolic or supramesocolic duodenojejunostomy, 
making the anastomosis to the right of both the 
superior mesenteric artery and the colica media 
which may become in this type of case the major 
factor in compression of the duodenum. It may 
be necessary to add in the colonic type a colofixa- 
tion. In case a supramesocolic duodenojejunos- 
tomy is done, an added enteroenterostomy is 
called for. (Figs. 12, 13, 14, 15, 16, 17, 18 and 
19.) 

Case Report. On December 6, 1924, Mr. R. 
W. G., Jr., white male, aged thirty-five years, 


in submesocolic and intramesocolic 
duodenojejunostomy. 


married, entered the clinic (Dr. EK. W. Bitzer, 
internist ), complaining of sour stomach, nausea, 
vomiting, nervousness and numbness in legs. 
Family history essentially unimportant. 

Present illness began at the age of six years, at 
which time he had an attack of jaundice, which 
lasted several weeks. For several months follow- 
ing this he was fairly well, when he began to have 
sour stomach about two hours after meals. 
Nausea and vomiting occurred off and on up to 
the age of fourteen or fifteen years. This im- 
proved from this time on until an attack of dengue 
fever, two and a half years ago, when the same 
symptoms, sour stomach and indigestion, returned 
more severe than before. About two weeks ago 
the last attack occurred, which lasted three or four 
days, following which he began having blurring 

















Fic. 13. Fic. 14. 


Fic. 15. 


Progressive steps of technique in submesocolic and intramesocolic duodenojejunostomy. 
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Fic. 16. Fic. 17. 


Fic. 18. Fic. 19. 


Progressive steps of technique in supramesocolic duodenojejunostomy. 


of vision and numbness in the legs. His wife had 
observed a general weakness in the patient. He 
had lost about 20 pounds in the last two and a half 
years. 

Roentgenologic examination refused and diag- 
nosis was incomplete. 

Re-examined by Dr. Bitzer for fullness and 
pain about umbilicus, particularly between meals, 
which has become more severe in the last six 
months. Has had three attacks lasting two days. 
Has lost 35 pounds in the last six weeks. 

Physical examination showed an emaciated 
visceroptotic, sallow-complectioned individual. 

Laboratory examinations were essentially nega- 
tive, except for a moderately low red-cell count 
and a reduced hemoglobin. 

Gastrointestinal X-ray series, Dr. J. C. Dick- 
inson, shows obstruction at the duodenojejunal 
flexure, with enormous dilatation of the duodenum 
and stomach. 

Operation. October 28, 1929. 180 degree 
ileojejunal volvulus was corrected. Adhesions 
from gall-bladder to duodenum separated. Ad- 
hesions about stenosis at first portion jejunum 
separated. Submesocolic duodenojejunostomy 
between second portion of the jejunum and third 
portion of the duodenum was done. Side-to-side 
anastomosis was made to right of superior mesen- 
teric artery. 

Final Diagnosis. Stenosis of the duodenum at 
third portion with stenosis at end of first loop of 
jejunum, due to compression by the superior 
mesenteric artery, with incomplete rotation of 
small intestines, cecum and ascending colon. Ad- 
hesions from gall-bladder fundus to first portion 
duodenum. Adhesions about stenosis of jejunum. 

Patient discharged from hospital in good con- 
dition in fourteen days following operation. 

Summary. There is presented a case of chronic 
dilatation of the duodenum and stomach and part 
of the first loop of the jejunum, due to the chronic 


compression by the superior mesenteric artery at 
two points, viz., third portion of the duodenum 
and first loop of the jejunum. 

2. The condition found in the case reported 
appears to have been caused by congenital abnor- 
mality connected with a faulty rotation of the 
midgut, evidenced by a position of the cecum im- 
mediately underneath the umbilicus, the ascending 
colon abnormally fixed in an oblique transverse 
curved direction up to the hepatic flexure and 180 
degrees volvulus of the entire small intestine. 

3. The small intestine was placed in a position 
of normal rotation, correcting the 180 degrees 
ileojejunal, volvulus. A submesocolic duodenoje- 
junostomy to the right of the superior mesenteric 
artery was done. 

4. The patient was immediately relieved of all 
clinical symptoms, gained 40 pounds in ten weeks, 
and remains well up to this time, more than one 
year following operation. 
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DISCUSSION 
Dr. J, C. Dickinson, Tampa: 

It was my privilege to make the X-ray exami- 
nation of this patient before operation. 

When the fluoroscopic examination was begun 
two definite fluid levels could be seen, one in the 
cardiac end of the stomach, the other consider- 
ably lower and to the right just below the right 
costal arch. When the opaque meal was given 
it could be seen to float downward through a 
greatly dilated stomach and accumulate quickly 
in the greater curvature. By palpation it could 
be quite easily forced through the widely dilated 
pylorus, and it was then demonstrated that the 
second fluid level was located in the duodenal 
cap. The cap and duodenum were greatly dilated 
and the portion of the meal that had been forced 
through the pylorus formed a second level in 
the most dependent portion of the dilated first 
loop of the duodenum. By further palpation it 
was forced past a point of obstruction and a 
second dilated loop was demonstrated. 

In a film made fifteen minutes after the exam- 
ination was begun, three levels of the opaque 
meal could be demonstrated, one in the stomach 
and one in each of the dilated loops of the duo- 
denum. At the end of six hours a large portion 
of the meal was retained in the stomach, as was 
also true at the end of twenty-four and forty- 
eight hours. At the forty-eighth hour observation 
the cecum and colon could be fairly well outlined, 
the cecum occupying a point above the umbilicus 
and to the left of the median line. The ascending 
colon passed to the right at the usual location of 
the hepatic flexure, the transverse colon again re- 
crossing the abdomen in approximately normal 
position. 

We have been permitted to re-examine this 
patient at four and six months after operation. 
The stomach is now contracted to practically nor- 
mal size, there is no evidence of the markedly 
dilated stomach or duodenum and an opaque meal 
makes normal progress through the gastro-intes- 
tinal tract. 


Dr. J. W. Snyder, Miami: 


Dr. Helms has presented for our consideration 
a medical problem which, although discussed in 
medical literature for many years, is still sur- 
rounded by much uncertainty and almost mysti- 
cism. I have never personally recognized such a 
condition, but this may be entirely due to my in- 
ability to make the diagnosis. I am pleased to 
note the very conservative opinions expressed by 
Dr. Helms. The clinical picture as usually pre- 
sented certainly does not warrant a ready diag- 
nosis. The roentgenological findings are the most 
definite and from such real tangible findings of 
duodenal obstruction and dilatation alone may con- 
clusions be drawn. The third portion of the duo- 
denum is retroperitoneal and fixed, while over it 
passes the superior mesenteric artery which sup- 
plies blood to all of the small and most of the large 
bowel. If this mass of intestine is well supported 
by its mesentery with pads of abdominal fat and a 
strong abdominal wall, no tension should occur on 
the mesenteric artery, but if such support is inade- 
quate then a downward pull on the artery may 
cause compression of the duodenum between the 
superior mesenteric artery and the aorta. Such 
a physical state occurs particularly in the as- 
thenic, visceroptotic type of patient. Unfortu- 
nately, we all know the multitude of varied com- 
plaints these patients present, and how difficult 
it is to separate the real difficulty from the fancied. 
For this reason I would like to insist on the estab- 
lishment of definite clinical evidence of obstruc- 
tion before surgical measures are considered. 

Therapy is both medical and surgical. Rest 
in bed with high caloric feedings, posture and 
exercise to tone up the abdominal musculature will 
relieve some cases. Bloodgood recommends re- 
section of the right half of the colon to remove 
the drag of its weight from the mesenteric artery. 
The usual procedure, however, is a duodenal 
jejunal anastomosis. The procedure is not diffi- 
cult and most reports give from a 50 to a 75% 
cure with the operation. 

The attitude of most authors on the subject is 
quite evidently judicial rather than enthusiastic. 
Weare fortunate that a man of Dr. Helm’s ability 
and judgment has interested himself in this diffi- 
cult problem. 


Dr. J.S. Helms, Tampa (concluding) : 


The question of what to do always comes up in 
these cases, as in other problems, and it requires 
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a considerable amount of judgment often to decide 
immediately what can be done in a given case. 

Dr. Snyder spoke of Dr. Bloodgood’s procedure 
of doing acolectomy. I think that Dr. Bloodgood, 
if he were faced with one of these cases at the 
present time, would not do a colectomy. While 
colectomy relieves the condition, yet at the same 
time he is doing a large operation that requires a 
large amount of resecting to relieve a condition 
that could be relieved by a much more simple 
operation. Of course, in the type of cases where 
the transverse colon is in the normal position of 
fixation and the hepatic flexure is also in the 
normal position of fixation, a submesocolic duo- 
denojejunostomy takes care of the situation very 
nicely, and is a much more simple operation than 
some of the more formidable ones recommended. 

In those cases where there is coloptosis as Dr. 
Bloodgood operated on, doing a colectomy, some- 
times an intramesocolic duodenojejunostomy is 
necessary, and in some extreme cases a supraduo- 
denojejunostomy as pictured in the slides would 
necessarily carry a loop of the jejunum through 
the transverse mesocolon and out through the 
side of the gastro-colic omentum making anasto- 
mosis in the second portion of the duodenum and 
then doing an entero-enterostomy. In this way 
the colon can be taken care of. That condition is 
expedited by doing a colon fixation by the method 
of Waugh. I think that is much more preferable 
than to do a colectomy, which is a dangerous 
operation. 





STERILITY* 
FERDINAND RicHarps, M.D., 
Jacksonville. 

I know of no more fitting expression in speak- 
ing of sterility than to quote Graves, who states: 
“Sterility occupies a unique place in medicine but 
is somewhat difficult of precise scientific defi- 
nition.” Literally and briefly, it means a fruitless 
marriage. It is estimated by some authorities 
that about twelve per cent of all marriages are 
Sterile, and that from twenty to forty per cent of 
these can be traced to the male, with the remaining 
sixty per cent to the female. For descriptive pur- 
poses there are three main types or classifications. 
The first is spoken of as absolute sterility, a con- 
dition wherein impregnation is impossible due to 
developmental defects. The second is spoken of 
as primary sterility, denoting that the individual, 


*Read before the Fifty-Eighth Annual Meeting of the 
Florida Medical Association, Orlando, May 12, 13, 1931. 
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apparently normal, does not conceive under normal 
conditions of married life, usually the first three 
to five years. The third class, or type, is spoken 
of as secondary or acquired sterility, denoting that 
type of individual who although at first capable of 
fertilization, later becomes incapable. 


ETIOLOGY 

First it is important to realize the ease with 
which conception takes place with the mating of 
a normal young virgin and male free of venereal 
disease, pregnancy almost invariably occurring 
immediately after such a mating. Time and space 
does not permit the writer to present all of the 
etiological factors found in this condition, but 
an effort will be made to discuss the most common 
causes which the physician encounters in the treat- 
ment of sterility. These causes may be divided 
broadly into two groups, idiopathic and acquired. 
The chief idiopathic causes of sterility are fetal- 
ism and infantilism of the genital organs, fetalism 
relating to faulty or arrested development occur- 
ring in intra-uterine life. Common examples are 
seen in women with such defects as bicornate 
uterus, septate vagina, absence of vagina, anom- 
alies of the fallopian tubes and ovaries. In men, 
we find double epididymis, undescended testicles, 
a congenital stricture of the vas deferens, etc. 
Infantilism applies to those individuals born with 
a full equipment of genital organs but in which 
an arrest in development takes place during child- 
hood. In these cases we see such conditions as 
infantile uterus, small hypoplastic ovaries or small 
hypoplastic undeveloped testicles. This type is 
more common in females than in males, and those 
individuals may appear normal and healthy but 
fertilization is obviously impossible. 

Of the acquired causes of sterility gonorrhea is 
by far the most important, affecting both sexes. 
In the female the cervix, tubes and ovaries are the 
most common site. The so-called “one child 
sterility” is frequently the result of this infection 
as seen in pregnant women whose tubes become 
infected post-partum. The cause of sterility in 
men, outside of impotency, is commonly due to 
gonorrhea involving the epididymis with the 
globus major or minor the most frequent site of 
infection, the vas deferens, prostate and prostatic 
urethra. In women it is estimated that about 
thirty-three to thirty-five per cent of sterility is 
due to this infection, while in men the percentage 
is considerably higher and has been estimated to 
be as great as seventy per cent. 
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Puerperal sepsis is another acquired cause, 
which at the same time may result from gonor- 
thea. When the infection is entirely puerperal it 
is probable that less permanent damage is done. 
Usually the infection invades the pelvis through 
the lymph channels of the uterus and parametrium, 
attacking the tubes from the outside. 

Endocervicitis, not gonorrheal in origin, is more 
readily susceptible of cure than are most of the 
other causes. Lacerations, leukorrhea, chronic 
hypertrophic changes and cystic degeneration 
manifested by painful intercourse, hypersecre- 
tion of the cervical glands and at times accom- 
panied by formation of an abnormally dense 
mucus plug which mechanically obstructs the 
cervical canal may be, and frequently is, the cause 
of sterility. Pregnancy takes place at times in 
patients with a profuse muco-purulent vaginal 
discharge, but if the secretion is strongly acid it 
forms a medium in which it is impossible for the 
spermatozoa to survive. 

Endometritis is rarely, if ever, the cause of 
sterility, with the possible exception of tubercu- 
losis. Genital tuberculosis is nearly always at- 
tended with sterility. 

Ovaries: Various pathological conditions of 
the ovaries may or may not be a factor in produc- 
ing this condition. It has been fairly definitely 
established that simple cystic degeneration of the 
ovary is not a cause of sterility. The corpus 
luteum cyst has no bearing on this condition. Con- 
gested and enlarged ovaries resulting from dis- 
placement, such as prolapse, retroflexion, may be 
a cause of sterility, but these changes are usually 
secondary, while such conditions as ovarian hypo- 
plasia, seen in infantilism, is a definite cause of 
sterility with practically no hope of relief. On 
appearance, these ovaries are usually abnormally 
small, flat, or spindle-shaped, thick and of a dense 
whiteness due to a thickening of the tunica albu- 
ginea, or connective tissue cortex. Or they may 
be abnormally large due to follicle atresia result- 
ing from failure of development beyond the pri- 
mordial stage with an increase in the connective 
tissue elements ; manifested clinically by late onset 
of menses, dysmenorrhea, oligomenorrhea, amen- 
orrhea, failure of the sexual impulse, and vica- 
rious menstruation. Metrorrhagia at times is also 
seen. It is possible that the internal pressure of 
the follicle may be deficient on account of incom- 
plete congestion as seen by scanty or infrequent 
menstruation ; also, it is not uncommon to find no 
trace of corpus luteum in these cases. Sampson 


demonstrated years ago the etiology of the choco- 
late cyst, and also established the fact that the 
great majority of women affected with this con- 
dition are sterile. The large multilocular cyst, 
dermoid cyst and fibromas of the ovary are known 
to be causes of sterility, and when occurring bilat- 
erally there is a hopeless prognosis. We must not 
forget, however, that many patients presenting 
pictures of hypo-ovarianism, along with other 
endocrine disturbances, yield nicely at times to 
treatment properly applied, and pregnancy results. 

Salpingitis: Women with a history of salpin- 
gitis are, in the majority of cases, sterile, or at 
least looked upon as sterile. In the light of con- 
servative treatment with less surgery on the tubes, 
it is reasonable to believe that a better check on 
this condition will be available in the future with 
more encouraging results, especially in gonorrheal 
salpingitis, which is responsible for about eighty- 
five per cent of these cases. Tuberculosis claims 
about five per cent with mixed infections from the 
staphylococcus and streptococcus, causing perisal- 
pingitis and peritonitis, the remaining ten per cent. 

Misplacements : It is a well established fact that 
acquired misplacements of the uterus, such as 
retroversion and flexion, at times are causes of 
sterility, this being proven by pregnancy fre- 
quently following the restoration of the uterus to 
its normal position. Another important fact not 
to be overlooked is the position of the cervix in 
these cases. When placed high in the vagina and 
pointing upwards or parallel with it, conception is 
not likely to occur. 

Tumors: Tumors, whether benign or malig- 
nant, may also play an important role in this con- 
dition in both male and female, by involving any 
part of the genital tract. 

Miscellaneous causes: Debilitating diseases as 
seen in tuberculosis, syphilis, diabetes, the leuke- 
mias, etc., often cause sterility, the uterus under- 
going atrophic changes as an end result. Fre- 
quently sterility accompanied by obesity is seen 
in endocrinopathies, such as hypothyroidism and 
acromeglia. It is also seen in Graves’ disease, 
Addison's disease, and other pathological condi- 
tions of the endocrine glands. There is another 
form or type of sterility about which little is 
known, seen in women who become pregnant but 
usually abort in the early weeks of pregnancy. 
Several theories have been advanced as to its 
cause, and it is possibly due to developmental 
defects of the fetus or abnormalities of the re- 


productive germ cells. 
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DIAGNOSIS 

The diagnosis in this condition is, as a rule, not 
difficult, but to find the cause is frequently diff- 
cult, and at times impossible. Complete coopera- 
tion of the husband and wife is absolutely essen- 
tial. One is just as important as the other and 
unless this cooperation is assured it is impossible 
to render satisfactory and complete service to 
your patient. It is well to have a definite routine 
in these cases and the following is suggested : 

A careful history which includes inquiry into 
the data already mentioned, with particular refer- 
ence to marital relations, the menstrual history, 
abortions, etc., and a thorough general and local 
physical examination is essential. The woman is 
instructed to appear one or two hours after inter- 
course. Do not allow her to void until a specimen 
of vaginal and cervical secretion has been obtained 
for examination, to determine the number, motil- 
ity and viability of the spermatozoa and also the 
reaction of the vaginal secretion. Sometimes a 
second post-coital specimen is needed after several 
days, and if the spermatozoa are absent, dead or 
sluggish, obtain acondom specimen. If this speci- 
men is normal in number, activity and viability, it 
is reasonable to conclude that the trouble lies in 
the female, but if there are dead spermatozoa or 
aspirmia, or oligospermia, refer the husband to a 
competent urologist to determine his condition. 
Until he can be eliminated satisfactorily, it is use- 
less to proceed with the wife. 

Determination of tubal patency is invaluable. 
Tubal insufflation, peri-uterine insufflation, or the 
Ruben test, is one of the most important diag- 
nostic and therapeutic aids in this field of work 
and cannot be too strongly advocated. The tech- 
nique of this procedure is more or less familiar 
to all; also its contraindications. Occlusion of 
both tubes means sterility, but there may be only 
one tube closed or there may be but a partial 
occlusion, or they may open under pressure. This 
latter is very valuable as a therapeutic agent. The 
use of lipiodol injection in the uterus and tubes has 
a limited field of usefulness, chiefly in localizing 
the site of tubal obstructions, and possibly con- 
genital anomalies. Aside from these, it has no 
advantage over insufflation which is less dan- 
gerous. 

TREATMENT 

Elimination of hopeless anomalies and end re- 
sults of infection is essential. The correction of 
incorrect sexual relations, periods of continence 
of four to six weeks, sometimes helps. A valuable 
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time is within the middle two weeks between two 
periods, then if a period is missed, abstain from 
intercourse until a diagnosis of pregnancy can be 
made, because an impregnated ovum is easily 
blighted during the early stages of gestation. 
Improvement of the general physical condition, 
correction of diet, etc., are all important in the 
treatment. Elevation of the hips is extremely 
important in Effluvium Seminis. The use of alka- 
line douches is of some help in correcting acid 
secretions, but most particularly in removing 
mucus plugs from the cervix. Antiseptic douches 
should be absolutely avoided. The use of the 
electric cautery in endocervicitis is probably our 
best weapon in treating this condition. In patients 
with a low grade endocervicitis, a simple proce- 
dure and at times a very effectual one, is to first 
insufflate the tubes and if found open dilate the 
cervix, swab the uterus with tincture of iodine and 
complete the procedure with a cauterization of the 
cervix. 

The use of the curet, except in diagnostic pro- 
cedures for obtaining specimens, has no place in 
this field of work. Pregnancy has been known to 
occur by simply dilating the cervix, swabbing the 
uterus with full strength tincture of iodine and 
having the patient have intercourse as soon as 
possible thereafter, within an hour or two. In 
men anastomosis of an occluded vas deferens with 
a globus major of the epididymis has given good 
results at times, in the hands of competent urolo- 
gists. Pessaries sometimes help in displacements 
by replacing the cervix and fundus of the uterus 
to its normal position, also by relieving pelvic 
congestion and pressure on the tubes which is 
sometimes a cause of obstruction. Postural 
changes, as the knee-chest position, may be of 
some help. Correction of functional ovarian dis- 
turbances sometimes occur spontaneously or may 
be benefited by fractional doses of X-ray. The 
use of thyroid extract in hypothyroidism is also 
beneficial, but should be governed by the basal 
metabolic rate. Surgical procedures, other than 
the ones outlined, offer very little encouragement 
and should be avoided when possible. The re- 
moval of small cystic ovaries has little or no 
advantage. Uterine suspensions are sometimes 
followed by pregnancy but the same results can 
usually be obtained with the use of the pessary. 
Many of these patients are high-strung, nervous 
individuals, and failure of pregnancy to occur 
after being subjected to major surgical procedures 
is shocking and hazardous. Artificial impregna- 












tion has been employed with good results but is 
seldom practiced. 
PROGNOSIS 

The prognosis should always be given carefully 
and guardedly. It is reasonable to expect preg- 
nancy to occur when both individuals are highly 
fertile and normal. It is safe to believe that preg- 
nancy will take place when one is low in the degree 
of fertility, but it must be realized that pregnancy 
will not occur when both individuals are low in 
fertility. Sexual incompatabilities occur at times, 
although both individuals appear normal. The 
cause is difficult to elicit and frequently after a 
careful study of cases with no apparent pathology, 
sterility still exists. However, at times the most 
simple remedy, together with careful advice and 
instructions from the physician, properly carried 
out, will reward vour patient with a pregnancy. 


CONCLUSION 

In conclusion, the writer wishes to state that he 
takes no credit for originality of any of the 
methods of diagnosis or treatment, but has only a 
desire to stimulate interest in this field of work 
where much can be accomplished by a careful 
study of all patients presenting themselves as vic- 
tims of this unfortunate condition. 


DISCUSSION 


Dr. J. M. Bryant, Jacksonville: 

This is the first scientific paper that I have heard 
read in the State of Florida on the subject of 
sterility. There is not a great deal about it in the 
current literature. This is a very important sub- 
ject, and it seems to me that a subject that is neg- 
lected in the literature is no doubt, to a great ex- 
tent, neglected in daily practice. If Doctor Rich- 
ards has succeeded in arousing your enthusiasm, 
particularly in regard to the multiplicity of the 
etiological factors involved in the majority of 
these cases, and also the importance of a full and 
systematic scientific investigation as to the causes 
of this condition and the institution of the proper 
treatment, then I think his paper alone is worth 
your time here. A home where there are no chil- 
dren, where children are desired, is certainly a 
very important situation. It is equally important 
to the physician when his services are solicited. 
Any one who has done a great deal of gynecology 
can probably recite many cases which will empha- 
size this importance. I wish to recite one case that 
will emphasize almost everything I have to say : 
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A young Army officer, about thirty years of age, 
had been happily married for about five years 
Having no children, they sought the services of a 
physician, who was probably more surgically than 
gynecologically inclined, and he assumed, along 
with the husband, that the wife was 100 per cent 
at fault. Therefore, he advised and carried out 
an abdominal operation in which a salpingor- 
rhaphy was done on both tubes. Several years 
later, sterility still persisting, when this case was 
more thoroughly investigated, it was elicited that 
no history, so far as the husband was concerned, 
and very little so far as the wife was concerned, 
was taken at the previous examination. A care- 
ful history of the husband revealed the fact that 
at some previous time he had had a gonorrheal 
epididymitis. He did not remember whether one 
side or both. Also he had had an orchitis follow- 
ing the mumps, but did not remember whether one 
side or both. Examination of the semen revealed 
only a very few spermatozoa, being curled up and 
deformed and very slightly active. In this case, 
as in many other sterile matings, the husband was 
very likely entirely at fault. 

This goes to show you how important it is for 
the physician, whose advice is sought in conditions 
of sterility, to investigate the husband as well as 
the wife. In fact, he should be held equally re- 
sponsible until he has been definitely proved 
innocent. 

Doctor Richards has reviewed the literature 
very thoroughly and has covered all phases of 
recognized methods of treatment. There are just 
a few high spots I would like to mention. 

One is that the husband should be referred toa 
competent urologist who is better equipped to 
carry out a thorough, systematic examination of 
the male. ‘There may exist a urethritis, prosta- 
titis, seminal vesiculitis, stricture of the urethra, 
and many other conditions that the urologist is 
more able to locate and better prepared to insti- 
tute the necessary therapeutic measures. 

As far as the wife is concerned, in practically 
75 per cent of the sterile women, the condition 1s 
due to occluded tubes. Fortunately, we have the 
Ruben test, not only to.discover occluded tubes, 
but to be used as a therapeutic measure. Also the 
majority of occluded tubes can be opened under 
the Ruben insufflation method, if carefully car- 
ried out. It may require two or three insuffla- 
tions. 

As for the diseased cervix, cauterization is very 
satisfactory. I do not mean the radical cauteri-a- 
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tion as carried out for gonorrheal endocervicitis, 
but the very light linear cauterization that goes 
into the diseased mucosa only. A thin watery 
discharge has probably no bearing upon sterility 
and may be disregarded. 

As far as the curette is concerned, it is my be- 
lief that there is very little, if any, benefit to be 
derived from the use of this instrument. Many 
of the bleeding disorders thought to be due to 
such diseases as chronic endometritis, metritis, 
fibrosis uteri, etc., are, in reality, expressions of 
some disturbance of unknown origin in the ova- 
rian function. A curettage in cases of this kind 
is very much like applying a stream of water to a 
column of smoke when the location of the fire is 
unknown. It can accomplish nothing, and may 
do much harm. 

A great deal can be said for and against roent- 
gen therapy in cases of sterility when ovarian 
function is at fault. Personally, I believe it 
very difficult to indict specifically ovarian function 
as being primarily at fault. The ovaries are just a 
link in a chain of factors of which the thyroid 
and pituitary glands play a part. The propor- 
tionate effect of normal or abnormal function that 
these glands, separately or combined, have on 
sterility, is none too well understood. A person 
with very little active ovarian tissue may be per- 
manently sterilized by the average dose of roent- 
gen rays. It is reasonable to believe, however, 
that this method may have some value in carefully 
selected cases. Personally, I am not very enthu- 
silastic in recommending its use. 

I thank you. 


Dr. H. R. Mills, Tampa: 

I would like to offer one suggestion in regard 
to the laboratory determination of mate fertility. 
The usual laboratory method is to ask for a warm 
condom specimen. However, in my experience I 
have found it an advantage to have the specimen 
ice cold. Now I always ask for ice cold specimens 
in making tests of this character. I have fre- 
quently found specimens of semen submitted 
warm without revealing motile spermatozoa after 
one hour, and the same specimen showed many 
actively motile spermatozoa after twelve hours in 
the refrigerator and a few showed motility after 
three days’ refrigeration. ‘The advantage of using 
a cold specimen is that it enables the laboratory to 
examine condom specimens several hours after 
they have been collected. ‘The reason spermatozoa 
are aj\t to appear dead after a few hours ina warm 
specimen, is probably contamination as these 
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specimens are almost always contaminated by 
bacteria, the growth of which refrigeration 


prevents. 


Dr.W. M. Rowlett, Tampa: 


I have enjoyed listening to Dr. Richard’s splen- 
did paper on sterility. I agree with him on prac- 
tically every point, with a possible exception of 
his text-book quotation, that from twenty to forty 
per cent of the trouble is traceable to the male. 

After years of study of the subject, with special 
attention to semen defects, I feel confident that he 
would be perfectly safe in doubling that per cent. 
While gonorrhea still remains the leading factor, 
the present day mode of living is a ground-gainer 
for race extermination. If I may suggest, the 
next time you have a barren couple that is desi- 
rous of children, where the venereal history is 
negative, the young wife as far as you can find is 
normal, her husband apparently healthy, but one 
of these early-to-work, inside men, with social 
ambition, where the microscopical examination of 
a condom specimen shows a mixed field of dead 
and faintly active spermatozoa, try changing his 
mode of living, to an early to bed, early to rise 
regime, plenty of fresh milk, eggs, fruit and vege- 
tables, and golf about twice a week, with an 
occasional prostatic massage. 

Relative to endocervicitis, I believe that seventy 
per cent of these cases are gonorrheal in origin. 
I likewise believe that a large number of men who 
have had gonorrhea never become entirely cured 
of the disease, contrary to the opinion of their 
physician, and that many of them become gonor- 
rheal carriers. The only reason that such a man 
doesn’t reinfect himself from his wife is that he 
has established an immunity to that particular 
strain. 

Lipiodol roentgenograms are one of the great- 
est aids in locating the trouble in cases of sterility 
and furnish you with a clinical record that has 
no equal. To subject a wife to any operative pro- 
cedure in order to correct a sterility, without first 
examining the husband, is malpractice. 

There is one cause for sterility that Dr. Rich- 
ards did not mention, and that is immunity that a 
woman may develop to a certain strain of sper- 
matozoa. In fact, it has been contended that you 
can immunize a wife against her husband by giv- 
ing her sterilized hypodermics of her husband's 
semen. 

Again I wish to thank Dr. Richards for his 
splendid paper. 








POLIOMYELITIS* 
H. Mason Snir, M.D., 
Tampa. 

The increasing importance of poliomyelitis 
which has been demonstrated in the frequency 
of epidemics, the severity and widened scope of 
the recent epidemic, makes it a subject which 
should be looked into with greater concern by 
the medical profession in all parts of the coun- 
try. It is on account of this fact that I am dis- 
cussing the subject and not because I have any 
original thoughts as the resu!ts of my own work 
to offer. 

While this disease is endemic the world over 
and we have a few cases in Florida throughout 
the year, the epidemics occur in the warm weather 
of cold climates. The recent epidemic, which is 
the second largest, has occasioned cases to occur 
in nearly all parts of the country due to contacts 
that were made in the area of the epidemic. We 
do not know when the virus of this disease may 
change its characteristics so that it may spread 
in epidemic proportions in the south. 

ETIOLOGY 

The experiments conducted by Flexner and 
Lewis, in which they succeeded in transmitting 
poliomyelitis from monkey to monkey, gave the 
opportunity for better study and search of the 
infecting organisms. These men found no growth 
after many trials. Many types and kinds of organ- 
isms have been cultivated from poliomyelitis tis- 
sue and spinal fluid of advanced cases, but no 
organisms are found, or have been found, in cul- 
tures made from tissues obtained in experimental 
cases in monkeys as soon as the monkey becomes 
prostrate, so the organisms in the cultures made 
from advanced cases are considered as secondary 
invaders. 

There is one organism, the globoid bodies, that 
beyond a doubt has to do with the infection of 
poliomyelitis. The disease has been produced 
experimentally in the first twenty transplants of 
the globoid bodies, and the disease has been pro- 
duced from these globoid bodies after thirteen 
months of latency; however, experiments in- 
tended to show the immunological relationship 
of the globoid bodies were negative. The opin- 
ion now held by Amoss and other men working 
with these organisms is that they afford the proper 
conditions, either mechanically or chemically, to 
absorb the organisms and nurture them. It has 


*Read before the Third Annual Meeting of the Florida 
Public Health Association, Jacksonville, Dec. 7-10, 1931. 
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been known, of course, that the organisms o: 

this disease is a filterable virus, and is a classical 

example of the very small living things, or agents. 
PATHOLOGY 

The old concepts of an intoxication or an ex- 
clusive inflammatory process in the anterior horn 
cells was abandoned a few years ago. Poliomyeli- 
tis is a systemic disease and the virus invades all 
the tissues of the body. The nervous system is 
the last to be invaded. In the usual case when 
the nervous system is involved there is conges- 
tion, infiltration and edema of the arachnoid, and 
pia membranes of the cord, medulla, pons, cere- 
bellum, and cerebrum. The dura is usually not 
involved. The blood vessels are congested, and 
their sheaths are infiltrated with round mononu- 
clear cells, particularly in the lumbar and sacral 
regions. 

This inflammatory reaction follows the vessels 
from the periphery to the interior of the cord. The 
vessels are dilated and engorged; the capillaries 
are enormously distended ; the anterior horn being 
richer in blood supply, is therefore most affected, 
and besides the hyperemia and edema in the gray 
matter with distended capillaries, there are often 
hemorrhages of sufficient severity to cause a de- 
struction of the cells, and a permanent paralysis 
follows. Of course, the cells, that is, the ganglion 
cells or motor cells, which are in the anterior horn, 
undergo varying degrees of degeneration, and 
among the completely degenerated cells may be 
found some normal cells, which accounts for the 
difference in the course of these cases. 

The paralysis occurring as a result of the func- 
tional involvement, that is, the edema and hyper- 
emia of the anterior horn, is usually far in excess 
of the permanent anatomical loss, hence, the 
remarkable recovery we see in some cases when 
this clears up. 

The spinal nerves are involved also at their 
junction with the cord, in some cases extensively, 
causing the polyneuritic type of the disease. ‘The 
disease always involves to some extent the upper 
part of the central nervous system, but when the 
main process is in the pons, we have that bulbar 
type of the disease, which has been so universally 
fatal. 

EPIDEMIOLOGY 

All ages of man are susceptible to this disease, 
the most common age being from two to nine 
years of age, but no animal except man and ape 
harbor the disease. The mortality varies ten to 
forty per cent, and is controlled largely by the 
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frequency of bulbar cases. The disease is endemic 
the world over, but epidemics occur in the colder 
climates during the late summer months. The dis- 
ease is highly communicable, but selectively. In 
the worst epidemics the attack rate is computed by 
Amoss to be one to two hundred. Very few cases 
can be traced to a preceding case, but it is highly 
probable that carriers play a great role. 

In the epidemic of 1916 in New York, contact 
was the immediate factor in 20 per cent of cases. 
In the Maryland epidemic of 1928, Aycock and 
Eaton concluded that many of the secondary cases 
in 253 families could be traced to the same source 
as the primary cases. In this epidemic there were 
two cases in three homes and three cases in one 
home. 

The virus, or globoid bodies, have been found 
in the nasal washings of a thirteen-year-old girl 
sixteen days before the onset of the symptoms. 
Thus, communicability is far in advance of the 
symptoms. The duration of communicability is 
not fixed, but immune bodies appear in the blood 
three to four days after the onset of the symptoms, 
so the prodromal stage is more dangerous for 
communication of the disease than the acute stage. 
The period of incubation is from three to eighteen 
days, but the average is much less than eighteen 
days, usually eleven. 

Flexner and Lewis, in producing experimental 
poliomyelitis, packed the nares of a monkey with 
a pledget of cotton moistened with the virus in 
suspension. They determined that the disease was 
produced if the cotton remained in place over- 
night, but if the plug remained in the nares only 
two or three hours, the monkey remained well. 
However, in a monkey that had previously re- 
ceived intra-spinal injection of normal horse 
serum, the virus passes to the nervous system and 
provokes the disease. These experiments have 
been interpreted to suggest that there is a defense 
mechanism of the meninges, which is broken down 
by the protein reaction, or an aseptic inflammatory 
reaction incited by the horse serum. 

They also decided that the first line of defense 
was in the capacity of the nasal secretions to neu- 
tralize the virus. This may be absent in acute or 
chronic rhinitis, when the disease is usually con- 
tracted. Aycock and Luther reported sixteen cases 
following recent tonsillectomy. In these cases the 
first line of defense was broken. Antiseptic solu- 
tions and washes also break down this barrier or 
defense, and it is said that during the epidemics 
the employment of nasal douches containing anti- 


septics are not only of no value in preventing the 
disease, but actually render the person susceptible 
to it. 

IMMUNOLOGY 

For a long time it has been known that the virus 
of poliomyelitis is neutralized by blood serum of 
people who have passed through an attack of the 
disease and monkeys who have had experimental 
poliomyelitis are immunized monkeys. It has 
been found also in people who have had suspected 
abortive attacks the serum would neuttalize the 
virus and in many people who have not had any 
attack, serum has been attained which also neu- 
tralized the virus. 

In order to work out the immunology of people 
who have not gone through with the disease Ay- 
cock obtained serum from 75 normal adults who 
gave no history of having passed through the 
disease ; 46 were residents of cities, and 29 were 
residents of the country, in the most rural sections 
of Vermont and New Hampshire. In the urban 
individuals he found that in about 70 per cent the 
serum would neutralize the virus; in the rural it 
was a striking difference as only 6 cases or 20 per 
cent neutralized the virus while 80 per cent did 
not. It is estimated from this and other experi- 
ments that only one in ten is susceptible. 

Aycock contends that immunization is obtained 
by exposure to virus; that with each exposure 
there is some virus entering into the system of 
the individual, not sufficient to produce the 
disease but probably enough to produce a sub- 
clinical attack, which causes immunity. Natur- 
ally, there are more exposures in the urban popu- 
lation. He also figures that the immunization of 
poliomyelitis follows that of diphtheria in ratio 
as to urban and rural communities. He has pro- 
duced immunity in monkeys experimentally by 
injecting sub-cutaneously minute doses of the 
virus repeatedly. 

This being the case there are many mild and 
unrecognized attacks of poliomyelitis where the 
individual himself does not know that he is suf- 
fering from any unusual condition. Naturally 
there are many people who get the virus in the 
naso-pharynx not sufficient to produce the disease, 
but probably sufficient to be a carrier and it is this 
otherwise healthy person who goes from place to 
place carrying the virus and scattering it among 
those highly susceptible. 

Aycock gives as his idea of the reason that 
epidemics occur in the summer months of cold 
climates, that the seasonal changes are more 
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pronounced in cold climates. Reid Hunt, as an 
authority on the physiological changes in the tis- 
sues during the seasonal changes, states that this 
lowers the resistance to infections. According to 
his explanation, in southern climates the disease 
does not come epidemically as the seasonal changes 
are more mild. 
TREATMENT 

The use of convalescent serum in the treatment 
of poliomyelitis first began in 1911 by Netter. 
Since that time it has been used by various work- 
ers in uncontrolled experiments. With all who 
used it both in treating the disease in the human, 
and experimental cases in the monkey, the resuits 
were obviously of value when given during the 
first forty-eight hours after the onset. 

It was not until 1927 that any number of treated 
cases could be compared with a number of un- 
treated cases in the same epidemic, which would 
serve as a controlled experiment. All cases in 
Massachusetts that year were under the super- 
vision of the Harvard Infantile Paralysis Com- 
mission. 

In 1183 untreated cases there were 165 deaths, 
giving a case fatality rate of 15.2 per cent, while in 
106 treated case only one death occurred, giving a 
case fatality rate of 0.9 per cent. The muscular 
impairment was equally reduced in the surviving 
treated cases. 

In 1928 Berry treated 101 cases with the serum 
in Maryland. Forty-nine were treated in the 
preparalytic stage. He summarized in the bulbar 
cases the fatalities as being 70 per cent in the un- 
treated group and 10 per cent in the treated, and 
the residual paralysis as being less in the treated 
group. 

The potency of the serum has never been stan- 
dardized, and so far the dose has been decided 
arbitrarily by the amount of serum available. 

In Quebec a smaller dose is being given than 
in Massachusetts, where 20 cc. is given intra- 
spinously and 60 intravenously, which dose is 
possibly repeated the second day. 

The serum is obtained from donors who have 
had a frank attack of the disease during the last 
fifteen years and who are otherwise healthy. As 
much blood as advisable is obtained from each 
donor under the most aseptic conditions. After 
separation it is tested by the prescribed federal 
requirements for contamination and pooled with 
other serum. 

In Quebec a preservative of equal parts of 0.2 
per cent solution of phenol is added and with this 


preservative the potency of serum made in 1929 
is still good. Experiments are being made at dry- 
ing the serum, but so far nothing satisfactory has 
resulted. 

Nowhere have I found any laboratory willing 
to dispose of any serum, so it is futile to en- 
deavor to purchase any in case of a need. 

In any discussion of the treatment of the infan- 
tile paralysis the Drinker Respirator deserves a 
conspicuous position. This is a machine that was 
invented by Dr. Philip Drinker and Louis Shaw 
of the Harvard School of Public Health at the 
suggestion of the Consolidated Gas Co., of New 
York, which was to be used for resuscitation of 
asphyxiated persons. It is a large metal box into 
which the person unable to breathe is placed all 
but his head. It is so constructed that with an 
electric pump and a rubber diaphragm, a vacuum 
can be created which is sufficient to pull up the 
chest, which action pulls air into the lungs. The 
vacuum is then released so that the air is exhaled. 
This interrupted vacuum causes respiration at a 
normal rate. It has been used in asphyxiation 
from all causes, especially carbon monoxide gas 
poisoning, alcoholic coma, drug poisoning, drown- 
ing, post-operative respiratory failures and as- 
phyxiation of the new born. These machines are 
made in two sizes, suitable for adults and children. 

During the recent epidemic in the north it was 
found to be of great value in treating the bulbar 
cases of infantile paralysis until the edema is 
cleared up in the gray matter of the bulb. Many 
patients have been tided over this period and their 
lives have been saved, which without the respirator 
would have yielded to respiratory failures. The 
mortality of bulbar cases has been reduced greatly 
by this apparatus. 

Since an early diagnosis is so important in this 
disease as a matter of therapy I have reserved this 
until the last topic of this discussion. 

DIAGNOSIS 

The disease is so rare in this section and the 
initial symptoms are so mild that in most cases a 
physician is not called until the paralysis is seen. 
Therefore, the medical men see few cases in this 
stage, and may fail to diagnose them when seen. 
The time has come when the parents should be 
warned of the seriousness of what may appear to 
be a minor complaint, and for the medical pro- 
fession to become familiar with the initial picture 
of this diabolical disease. 

Aycock and Kramer of the Harvard Infantile 
Paralysis Commission have written on the pre 
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paralytic diagnosis and a quite constant initial 
symptom syndrome is described. 

The first symptoms to appear are frontal head- 
ache of a persistent type, a gastrointestinal upset 
and mild fever, 101-104. While the gastrointes- 
tinal symptoms are fairly constant, they are not 
striking. There is some epigastric distress, nausea 
and usually vomiting once or twice ; many children 
complain early of pain and stiffness in back of 
neck. In most cases, this is all the information 
that can be obtained. On physical examination 
the patient is found to be more markedly pros- 
trated than the fever justifies, the face flushed, 
the child drowsy, but easily aroused, alert and 
apprehensive when disturbed. Sometimes a 
tremor, rather coarse in its nature, is observed. A 
well-marked “tache-cerebrale” is obtained. Throat 
injected, pulse rapid. The reflexes may be normal 
or hyperactive ; Kernig and Babinski are usually 
absent. 

The outstanding diagnostic findings are a stiff 
neck and stiffness of spine, brought out on an 
effort to flex head on chest or anterior flexion of 
trunk. It is noticed when the child attempts to 
sit up he does so by a series of shifts with his 
hands keeping neck and back stiff. The sitting 
position is usually not reached, the trunk remain- 
ing in a reclining position supported by hands, 
the position of head and trunk so straight that 
the term “poker spine” is applied. 

The spinal fluid pressure is moderately in- 
creased and appears clear, but presents a ground 
glass appearance when placed against a dark back- 
ground. Globulin is increased. The cells vary 
from 50 to 2000, but in the majority of cases are 
between 100 and 400. The type of cells have 
varied too much for this to be of any diagnostic 
value. 

Polymorphonuclears may predominate early 
and later lymphocytes. 





THE USE OF LOCAL ANESTHESIA IN 
THE TREATMENT OF FRACTURES* 
James M. HorrMan, A.B., M.D., 
Pensacola. 

The reduction of fractures is a problem that 
confronts practically every physician, be he situ- 
ated in the rural districts, or in the larger centers 
of population. The subject that I wish to discuss 
is not new, but surely it is not being used as often 
as it could be used, both from the standpoint of 
the doctor and the patient. 


*Read before the Escambia County Medical Society, 
Pensacola, November 10, 1931. 


In a general way, let me review the technic in 
general use. This procedure is surgical, and de- 
serves the same respect, in the matter of asepsis, 
as any other surgical procedure. The skin of the 
affected region must be thoroughly cleansed and a 
suitable antiseptic applied. Any suitable local 
anesthetic solution may be used. Personally, | 
prefer 1% novocaine solution, for reasons that 
are not necessary to discuss at this time. 

An ordinary 10 ce. Luer type syringe is used 
with a needle of varying size, depending on the 
fracture site. The anesthetic solution is injected 
directly between the ends of the fractured bone 
in case of fracture, and within the joint space in 
the case of dislocations. It can be used in frac- 
tures or dislocations in practically any region of 
the body. Usually, it is necessary to use about 
20 to 30 cc. of the novocaine solution to obtain 
anesthesia, which results in 10 to 15 minutes. 

From the patient’s standpoint, he is not sub- 
jected to the discomforts of a general anesthetic, 
post-anesthetic vomiting, confinement to bed, etc., 
and the fears of post-anesthetic complications. 

From the doctor’s viewpoint, it has numerous 
advantages over general anesthesia. First of all, 
you have the cooperation of the patient in placing 
the affected part in different positions, which 
would not be obtained if he were asleep. 

When the pain is relieved, the muscles contigu- 
ous to the fracture relax, and manipulation is 
made easier. Fluoroscopic examination of the in- 
jury can be made without fear of explosion of 
the anesthetic from sparks. 

The anesthesia lasts long enough that resettings 
can be accomplished until entirely satisfactory, 
without the fear of too prolonged general anes- 
thesia. It can be used in the doctor’s own office, 
without recourse to an anesthetist. 

This procedure is particularly adaptable in chil- 
dren. When the pain is relieved, you have a thor- 
oughly cooperative and interested patient. 

This method can only be used in fractures less 
than twenty-four hours old, as after that time, the 
anesthesia is not complete and the muscles do not 
relax. 

The only contraindication that I know of, is a 
compound fracture, as in these cases the anes- 
thetic solution will escape through the skin wound. 

I feel very much enthused over this method and 
use it in all cases of simple fractures or disloca- 
tions, even in those cases where I formerly used 
no anesthetic. The gratitude of your patients, 
and the results obtained, will more than compen- 
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sate for the added trouble of preparation and short 
wait for the local anesthetic to take effect. 

I will present a few case reports to illustrate 
its use: 

E. B., injured April 5th, 1931, in auto accident. 
Complete spinal transverse fracture of distal third 
of left tibia and complete spinal transverse frac- 
ture of proximal third of left fibula. The patient 
was suffering severe pain on the least movement. 
Thirty cc. of 1% novocaine solution was injected 
at the fracture site of the tibia. The fracture of 
the fibula was not noticed because of the apparent 
severe injury in the lower leg. In about ten min- 
utes, he suffered no pain on manipulation of the 
fragments. Reduction was effected and a plaster 
cast applied. Radiographic check showed good 
end to end approximation of fragments of tibia, 
and the fracture of fibula was found. No further 
adjustments were necessary. An excellent ana- 
tomic and functional result was obtained (5899). 

G. A., injured in an automobile accident April 
7, 1931. Radiographic examination revealed a 
complete transverse fracture of the distal third 
of the tibia, with overlapping of fragments. 
About two inches above the site of fracture, there 
was a deep penetrating wound of the soft parts. 
Thirty cc. of 1% novocaine solution was injected 
between the bone fragments. In about fifteen 
minutes, reduction was effected without pain to 
the patient. A plaster cast was immediately ap- 
plied with a window for dressing of injury to soft 
tissue above fracture. Radiographic check-up 
revealed good end to end apposition of bone frag- 
ments. An excellent anatomic and functional re- 
sult was obtained. (Case No. 5902.) 

W. B., aged 9 years. Complete transverse frac- 
ture of both bones of forearm at middle thirds 
with marked overlapping of fragments. Twenty 
cc. of 1% novocaine solution was injected at each 
of the fracture sites. Reduction was effected in 
about fifteen minutes and a splint applied. Radio- 
graphic check-up revealed an excellent reduction. 
The functional and anatomic result is excellent. 
(Case No. 5977). 

J. B., aged 7 years, injured April 13, 1931. 
Complete transverse fracture distal third of left 
radius with external displacement of distal frag- 
ment and an incomplete transverse fracture of the 
distal third of ulna. The child had such severe 
pain that it was difficult even to examine his arm. 
Thirty cc. of 1% novocaine solution was injected 
at the fracture site of the radius. Ina few minutes 
the child quieted and allowed us to effect a reduc- 


tion. Manipulation of the fracture was made 


under fluoroscopic observation. An excellent re- 
sult was obtained. (Case No. 5926). 

S. M., aged 8 years, injured October 20, 1931. 
Incomplete transverse fracture proximal third of 
ulna, with dislocation of head of radius at elbow. 
The dislocation was causing most of the pain. 
Thirty cc. of 1% novocaine solution was injected 
about the head of the radius. Reduction was ef- 
fected after a short wait with full cooperation of 
The child is still under observation, 


(Case No. 


the patient. 
but an excellent result is assured. 
7441). 

DISCUSSION 


Dr.W.C. Payne, Pensacola: 

I agree entirely with Dr. Hoffman in his con- 
clusions. I feel that the treatment for fractures is 
an important surgical procedure. Most doctors 
have occasion to treat fractures, and unfortu- 
nately not enough care is taken in their manage- 
ment. Physicians will often refer surgical cases to 
one more skilled than they in surgery, and yet 
will treat a fracture that should require more sur- 
gical judgment than the ordinary operation. Local 
anesthesia simplifies the treatment of fractures. 
Nerve block is more satisfactory in skilled hands, 
but infiltration between the ends of the bones is 
simpler. 


Dr. C. M. Shaar, Pensacola: 

Seventy-six fractures were treated last year and 
110 the year before at the Naval Air Station, and 
but one general anesthetic was used. I find it bet- 
ter to block the nerves higher than site of fracture, 
rather than infiltration, particularly in the fore- 
arm. In the humerus, brachial block is prefer- 
able. In the lower extremity, skeletal traction is 
the accepted treatment with ice tongs or Steinman 
pins. Where traction is used, no anesthesia is 
necessary, other than for insertion of pins or tongs 
into the bone. In compound fractures, nerve block 
is the method of choice. There is no question of 
the value of local anesthesia in fracture work. 


Dr. J.M. Hoffman, Pensacola (closing): 

I wish to thank Dr. Payne and Dr. Shaar for 
the able discussion of this subject. My purpose 
in presenting this paper was to bring to your atten- 
tion the simplicity of the infiltration method, and 
its practical, universal application. We all feel, 
that in skilled hands, nerve block is the method of 
choice, but the practitioner not skilled in this 
method, may find the use of infiltration anesthesia 
of great benefit, particularly if the facilities of a 
first-class hospital are not available. 
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SPINAL ANESTHESIA* 
CLauDE ANDERSON, M.D., 
Tampa. 

Perhaps the greatest advance in surgery in the 
past twenty-five years has been the development 
and widespread use of spinal anesthesia. It is 
now considered that this type of anesthesia is 
relatively safe and the complications incident to 
its use in the early years of its development have 
been rendered negligible, due to refinements in 
technique and to better and safer anesthetic ma- 
terials. 

It was my privilege to have the opportunity to 
work with the late Dr. John B. Deaver in Phila- 
delphia in 1929 and 1930. He had long been an 
advocate of spinal anesthesia and had used it in 
several thousand patients with entire satisfaction. 
He continually demonstrated its advantages to the 
many thousands who flocked to his clinic, and he 
showed very clearly how superior to other forms 
of anesthesia it was, especially when used in pa- 
tients with suppurative conditions of the abdomen. 
Perhaps no other surgeon in America has equaled 
the genius displayed by Deaver in his management 
of the “dirty” and “nasty” abdominal cases. He 
has stated many times that spinal anesthesia in 
such conditions is a big factor in rendering the 
operation easier and in saving the life of the 
patient. Practically all of the larger clinics in 
America have adopted spinal anesthesia as a part 
of their armamentarium. In many places in the 
North and East, it is used routinely in all opera- 
tions below the diaphragm. In the South, and 
especially in Florida, it is not used as often as it 
deserves to be. 

During the two years which I spent at the 
Deaver Clinic, I had the opportunity to give ap- 
proximately four hundred spinal anesthesias, and 
during this time and while at the Lahey Clinic as 
a Fellow in surgery I saw approximately two 
thousand other patients so anesthetized. For the 
most part I assisted with the operations on these 
cases and had charge of the pre- and post-opera- 
tive treatment. Consequently, I have had the 
opportunity to see the effects of spinal anesthesia 
on the operating table and during the convales- 
cence of the patient. 

In this large series of cases, there were no 
fatalities which could possibly be attributed to the 
anesthetic, nor were there any serious complica- 
tions or sequelae. 

No other anesthesia will permit the surgeon to 





; *Read before Hillsboro County Medical Society, July 
1931, 


work with such ease, facility and precision in 
practically all operations below the diaphragm. 
Truly the conditions more nearly approach that 
which we find in the cadaver than with any other 
anesthetic at our command. Under such condi- 
tions the surgeon can do his best work. Any one 
who has had to tug and pull on retractors, and 
who has fought with distended coils of gut which 
continually pop up into the wound, even after the 
most expert and careful packing off, is astonished 
at the ease with which this is accomplished under 
sub-arachnoid block. All the tissues are relaxed. 
the intestines are contracted, respirations are easy 
and quiet and, as a general rule, the patients are 
quite comfortable. Maximum exposure can be 
obtained with the least injury to the tissues. 

After the operation has been concluded, we have 
a patient who is awake, alert, able to converse with 
relatives and who, as a general rule, is in the best 
possible condition ; or, if he has had narcotics, he 
is in a peaceful and refreshing sleep. He does not 
awake with retching, nausea, or vomiting. He is 
able to take fluids and food immediately as far 
as the anesthetic is concerned ; and he is compara- 
tively comfortable and complains little of in- 
cisional pain. 

We do not now dread the complications and 
sequelae which so commonly followed the use of 
spinal anesthesia in the early years of its develop- 
ment—in fact, most of them have been eliminated. 
In Babcock’s! series of five thousand cases of 
spinal anesthesia, vomiting. was far less common 
than with ether. Mild headache occurred in 21% 
of the spinal anesthesias and in 50% of the ether 
cases, being more severe in the latter. Backache 
only occurred in 16% of the cases in which spinal 
anesthesia was used in contrast with 61% of the 
ether cases. The average duration of post-oper- 
ative incisional pain was 29 hours with spinal 
anesthesia whereas it was 48 hours when ether 
was used. No cases of albuminuria occurred in 
this series. 

I recall seeing only one case of severe headache 
and this cleared up in five or six days in response 
to postural and eliminative treatment. We can 
safely say that now complications from spinal 
anesthesia, when the proper technique has been 
followed and we have selected our cases care- 
fully, are negligible and should not occur. 

It is difficult to compare the mortality rate of 
spinal anesthesia with that of ether. Our ether 
patients generally recover from its immediate 
effects, but they not uncommonly die of compli- 
cations which may be due to its latent effects on 
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All of these are not 
When a spinal 


the liver, kidneys or lungs. 
attributed to the anesthesia used. 
anesthetic death occurs, it is usually sudden, dra- 
matic and directly attributed to the anesthetic. 
When a post-operative rupture of an incision 
occurs, which may be due to the retching and vom- 
iting caused by ether, if death follows it is rarely 
said to be due to the anesthetic used. 

Sise” has estimated that the death rate shou'd 
be ideally placed as about one in eleven thousand, 
but that probably it is one in three thousand the 
country over, given as it is in some places to all 
types of patients, and by men who have not had 
adequate training and who do not understand its 
actions. Babcock* has not had a death in the last 
16,000 injections. Labot* has had no death since 
1916. Deaver reported two deaths due to the 
anesthetic in approximately 8,000 operative cases. 
Sise® has had one or two deaths in the past two 
It is my opinion that a spinal anesthetic 
if we were perfect in 


years. 
death should never occur. 
our judgment in selecting our patients and in our 
technique we should never have a death which 
could possibly be caused by the anesthetic. But, 
we are not infallible and we shall probably con- 
tinue to have deaths which will decrease in number 
as our experience increases. 

It is a dangerous method of anesthesia when it 
is used indiscriminately, carelessly, and by one 
who does not exercise good judgment in the selec- 
tion of his patients and who is not skillful in the 
technique. We should not reserve this type of 
anesthetic for only the moribund, the poor risk, 
the obese, the senile, the sclerotic patient—cer- 
tainly not, unless we are most skillful in its use. 
To such patients only the most expert should at- 
tempt spinal anesthesia and then only when he 
feels that with its inherent dangers it is safer 
than any other anesthetic. While we are still 
inexperienced, let us use it only in the young or 
middle aged, healthy, robust individual. We can 
gradually widen its scope as our experience in- 
creases. 

There are a few definite contraindications to 
spinal anesthesia and others less well defined and 
not generally appreciated ; the failure to under- 
stand the latter may account for some of the ac- 
cidents which occur. 

In Dr. Deaver’s clinic, spinal anesthesia was 
never refused a patient when the operation was 
of sufficient magnitude to warrant either that or 
a general anesthesia, except in cases in marked 
shock such as occur with traumatic rupture of the 
liver and some bullet wounds of the abdomen. 


The perforated ulcer patient and those with acute 
pancreatitis all seemed to do well under spinal 
anesthesia. 
thesia there were only two deaths in a series of 
8,000 cases, and all of these cases were anesthet- 
The in- 


Despite this wide use of spinal anes- 


ized by internes and not by experts’. 
ternes, however, had observed the work of the 
preceding interne for several weeks and had prac- 
ticed lumbar puncture on cadavers. They were 
carefully supervised by Dr. Deaver at the begin- 
ning of their services. Our results there should 
be about what the average surgeon may expect 
from this anesthesia, but of course not so good 
as those obtained by such experts as Babcock, 
Sise, or Labot. 

Number operation July, 1929, 


to March, 1950. ....65. 508% 1196 
Number spinal anesthesias ..... 643 54 & 
NN RIES ics aie S05 bee Se 552 8 & 
Additional anesthesia ......... 65 
REA eet ree see ee 25 39% 
Additional anesthesia ......... Ze 
Pe UD do oiewinaccacee een 66 11 & 
Additional anesthesia ......... 65 
Total number additional 

ES ee rare 152 23.75% 


This table illustrates the results that we ob- 
tained during the last nine months of my surgical 
service under the late Dr. Deaver®. I gave the 
anesthesia to about three hundred of these pa- 
tients. 

During the months from July, 1929, to March, 
1930, there was a total of 1,196 operations ; 643, 
or 54%, received spinal anesthesia. This was en- 
tirely satisfactory in about 75% of the patients; 
approximately 24% required additional anesthesia 
because of nervousness, poor relaxation, no anes- 
thesia at all, or the desirability of having the pa- 
tient insensibie to the conversation or lecture re- 
garding the operative findings. 

At that time we were very conservative and 
used small dosage. Since then, at the Deaver 
Clinic, with changes in the technique and an in- 
crease in the dosage the results have been a great 
deal better, and now it is probable that only 10% 
of the patients require additional anesthesia. I 
believe that Sise at the Lahey Clinic used addi- 
tional anesthesia in less than 3% of his cases. At 
this clinic it is probable that spinal anesthesia is 
used in at least 90% of operations below the <iia- 
However, it is rarely, if ever, given in 
Usually we 


phragm. 
very poor risks or in moribund cases. 
attempted operations on such cases with regional 


anesthesia. Recently, in the prolonged stomach 
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operations, we have used on a few cases avertin 
plus regional anesthesia, which has not given the 
relaxation that spinal anesthesia gives, but has 
the advantage in the longer duration of its action. 

Spinal anesthesia should be used carefully, if 
at all, in the hypertensive and sclerotic individual 
if operation is to be in the upper abdomen. It is 
in these cases that we have such a remarkable and 
dangerous fall in blood pressure. However, if 
the anesthesia can be kept low, such as is required 
for a prostatectomy, it is comparatively safe. It 
should not be used in the aged if regional or gas- 
oxygen anesthesia will suffice, unless in these cases 
also the anesthesia is confined to the perineum or 
lower abdomen. It is not best to give it in the 
presence of active syphilis, in cerebral neoplasms, 
or diseases of the spinal cord. In skin diseases 
of the area to be injected, it should not be used. 
In cases with large empyemas or other diseases 
which diminish the respiratory capacity of the 
lungs, it probably should not be used. In cases 
with marked shock and in bullet wounds of the 
intestines involving the large bowels it is best to 
use some other type of anesthesia. 

It is especially indicated in practically all the 
acute abdominal emergencies that demand sur- 
gery, in common duct and gall-bladder cases, in 
practically all suppurative diseases of the ab- 
domen, in the presence of diabctes, pulmonary 
tuberculosis and other respiratory diseases; in 
almost all operations in the realm of the genito- 
urinary surgeon ; in operative obstetrics, especial- 
ly in eclampsia when it is thought necessary to 
bring about immediate delivery ; in all diseases of 
the liver or kidneys which usua'ly contraindicate 
the use of ether; in fractures of the lower ex- 
tremities and in inguinal and ventral hernias. 

In a rather hurried review of the literature, I 
have made abstracts of the opinions of some of our 
most noted surgeons on spinal anesthesia. Judd*, 
of the Mavo Clinic: “I use spinal anesthesia ex- 
tensively, and I am sure that in cases of diseases 
of the gall-bladder, particularly in cases of jaun- 
dice in which it is necessary to see the common 
duct, we have been able to save lives that we 
would not have saved if an ordinary general 
anesthetic had been used. The common duct can 
be exposed in a way that never was possible with 
general anesthesia.” 

Lahey® : “Spinal anesthesia in itself, in properly 
selected cases, is an ideal anesthetic. It produces 
conditions which permit abdominal surgery almost 
as on the cadaver, due to the quiet intestines and 
relaxed abdominal wall. Inthe hands of men who 


will take the time to learn the technical methods 
of administrations, the dangers and how to pre- 
vent them, and the immediate emergency meas- 
ures when they arise, spinal anesthesia is the most 
delightful and desirable anesthetic with which we 
have had any experience.” 

Erdman’, in an address on cancer of the rec- 
tum: “Spinal anesthesia is my choice. I can get 
a quieter field below, not having the tugging seen 
with general anesthesia. The shock is exception- 
ally slight. The reaction is wonderful. The pa- 
tient is able to take nourishment even at his next 
meal hour and there is none of the after-vomiting 
and pulling on the perineum as seen with ether.” 

Jackson": “After an experience in over 1,000 
cases we feel that its institution marks one of the 
most outstanding contributions to the develop- 
ment of surgery, both from the standpoint of the 
surgeon as well as the patient. This method has 
made surgery 25% simpler. Post-operative pneu- 
monia, phlebitis, embolism and obstruction and 
other surgical complications have been reduced to 
a fraction with that observed with any form of 
general anesthesia.” 

Albee and Fry"™ state that all patients prefer 
spinal anesthesia if they have had a chance to com- 
pare it with ether. The mortality of spinal anes- 
thesia lies between that of ether and chloroform. 
They are convinced that when injected properly 
and skillfully, combined with the judicious use of 
adrenalin and ephedrin, novocaine when injected 
intradurally will prove to be the safest of all 
known anesthetics. The complete relaxation of 
muscles and tissues permit maximum exposure in 
the field of operation in a joint. 

Babcock'*: “The chief value of spinal anes- 
thesia is in operations of the lower abdomen and 
pelvis. Probably no other form of anesthesia 
yields as great a degree of muscular relaxation in 
these regions with so little danger. It is particu- 
larly valuable in acute peritoneal infections, such 
as appendicitis. The lowest mortality I have ob- 
tained in operating on the appendix is 1.9% in a 
series of 220 consecutive and unselected cases, op- 
erated on promptly upon admission to the hos- 
pital, and irrespective of the degree or duration 
of any associated peritonitis, was secured with 
spinal anesthesia.” 

Cattel' at the Lahey Clinic reviews the results of 
345 cholecystectomies with a mortality of .9% as 
compared with 5.1% mortality in a previously re- 
ported series of 548 cholecystectomies. The use of 
spinal anesthesia in the former series is given as one 
of the causes of this great reduction in mortality. 
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Clute’, also of the Lahey Clinic, feels that 
spinal anesthesia represents the greatest advance 
in surgery in the last twenty-five years. 

Rankin at the Mayo Clinic uses spinal anes- 
thesia in practically all of his carcinoma of the 
colon patients and he feels that its institution is 
one of the outstanding causes of such a marked 
lowering in his mortality figures. 

The purpose of these quotations is to show us 
what some of the best surgical minds in America 
think of this type of anesthesia and to make us 
realize that we are not doing our patients justice 
to continue the use of inhalation anesthesia in con- 
ditions where spinal is clearly indicated. 

In post-operative paralytic ileus spinal anes- 
thesia has proven to be very valuable when other 
methods of treatment have failed, and if the con- 
dition of the patient is not too grave. In mechan- 
ical obstruction it should not be used except as an 
anesthetic preparatory to operation. It has been 
stated that it might be used as a diagnostic aid to 
rule out or establish the diagnosis of mechanical 
obstruction ; that in suspected cases of obstruc- 
tion, if after its administration gas or fecal ma- 
terial are passed, mechanical obstruction could be 
ruled out. This idea is erroneous, as I pointed out 
in the April (1931) number of the Surgical Clin- 
ics of North America’®. 

In the realm of the obstetrician, spinal anes- 
thesia has been found very useful. It abolishes 
any pathological as well as the normal tone of the 
cervix, which then becomes flaccid and dilates with 
great ease and rapidity either manually or spon- 
taneously; the contractions of the body of the 
uterus become more vigorous, and the perineum 
becomes completely relaxed. It has no deleterious 
action on the child. 

Spinal anesthesia is especially valuable if Ce- 
sarian section or instrumental delivery is per- 
formed in eclampsia, as it lowers the blood pres- 
sure which is dangerously high and has no dele 
terious action on the liver or kidneys. 

Various forms of regional and local anesthesia 
have been used as a therapeutic agent in the con- 
vulsions of tetanus. Mandl!" reports six cases of 
full-fledged tetanus treated by the injection of 
procaine into the spinal canal. In every case, gen- 
eralized convulsions ceased for a few hours; local 
spasms of the muscles of the lower extremities 
and of the abdomen were controlled and the pa- 
tient welcomed the treatment. In some, the re- 
lief was lasting and initiated convalescence. 

Koster and Kashman'* have reported several 
hundred cases in which spinal anesthesia has been 
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used for surgery on the head and neck with ap- 
parent success. While I personally have had no 
experience in the use of spinal anesthesia for 
operations above the diaphragm, I believe that 
their experiments have shown us that we need 
have little fear of the dreaded respiratory failure 
and collapse should the anesthetic solution ascend 
to the medulla, provided we can be assured that 
the patient’s brain is receiving an adequate supp'y 
of blood ; this is accomplished by keeping the pa- 
tient in the Trendelenberg position. With our 
present knowledge, however, I believe the ad- 
vantages of such anesthesia in head and neck sur- 
gery does not warrant its use for operation in 
these regions. As a general rule, regional anes- 
thesia or the gases are satisfactory in practically 
all head and neck surgery. 

There are many preparations on the market for 
use in spinal anesthesia. Labot uses neocaine; 
Babcock formerly used stovaine, but recently has 
used novocaine crystals ; spinocaine is used at the 
Deaver Clinic and by Sise at the Lahey Clinic. 
My experience has been with the latter, and this 
I have found entirely satisfactory. 

Since coming to Tampa (June, 1931), I have 
used spinal anesthesia in about seventy-five pa- 
tients, some of my own and some of other sur- 
geons, with excellent results. There were no 


complications or fatalities. During this time, | 


have seen two ether deaths. 
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SYPHILIS AND PREGNANCY 


Obstetricians should ever be on the alert for 











syphilis. Its pernicious action is often discovered 
when least expected and is spread from one gen- 
eration to another. Serological | reactions have 
been proved unreliable during pregnancy and the 
early puerperium. Positive reactions should be 
repeated several times before they are accepted 
as proof of the disease. Negative reactions do not 
rule it out; in fact, they are more apt to occur in 
the pregnant syphilitic than in the non-pregnant. 
Routine blood Wassermann or Kahn tests should 
be made on all expectant mothers as soon as pos- 
sible, the earlier the test the more dependable are 


the results. 
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Syphilis acquired at the time of conception or 
during the catamenia usually presents graver 
symptoms or forms than in the non-pregnant. 
The primary lesions are often larger, last longer, 
ulcerate more easily and frequently become 
phagedenic. The skin tash is more diffuse and 
widespread. Pregnancy occurring in a syphilitic 
woman aggravates the general symptomatology, 
increasing the anemia, and making more common 
digestive disturbances, headaches, heart disease, 
neuralgia and bone pains. Repeated abortions, 
premature or still births, are frequently the only 
indications of this disease in the mother, the first 
usually resulting from recent syphilis, the two 
latter from cases of long standing. 

Treatment is paramount to both mother and 
fetus. 
ment must be started. Neosalvarsan and mercury 
are the basic therapeutic agents with bismuth and 
the iodides in conjunction, especially if the disease 
be latent. There is no select time for this treat- 
ment except to begin as early as possible and treat 
vigorously and thoroughly. The obstetrician 
should watch closely for renal pathology fre- 
quently a serious complication and when present 


be ever so careful for the welfare of his patient. 


As soon as the diagnosis is made treat- 





MEETING OF THE PUBLIC RELATIONS 
COMMITTEE 

The regular meeting of the Public Relations 
Committee was held at the San Juan Hotel, in 
Orlando, on December 6, 1931. The meeting was 
called to order during luncheon by Chairman 
H.C. Dozier. The following Committee members 
were present: Drs. H. C. Dozier, J. M. Irwin, 
J. S. McEwan, H. L. 
Wells. The following 
members were present: Drs. G. H. Edwards, M. 
J. Flipse, Gerry R. Holden, and W. H. Spiers. 
Dr. Stewart Thompson, Business Manager of the 


Pearson, and J. Ralston 


Executive Committee 


Journal, also attended. 

The subject of the Press Article Column was 
fully discussed. Dr. Dozier proposed a set head- 
ing for the press articles when they are published, 
the same heading to top this column all the time. 
A discussion concerning the sentence : “/nquiries 
will be welcomed and promptly answered if ad- 
dressed to the Florida Medical Association, Box 
81, Jacksonville, Florida,” arose as to the advisa- 
bility of its being included in the heading. A dis- 
cussion by Drs. Edwards, Flipse, and Holden 
ended in the final adoption, unanimously, of the 
following heading: “This column is sponsored 
cach week by the Florida Medical Association. 
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These articles are intended to be of distinct help 
io the citizens of Florida from an authoritative 
source. Inquiries will be welcomed and promptly 
answered if addressed to the Florida Medical As- 
sociation, Box 81, Jacksonville, Florida.” 

There have been approximately twenty papers 
handed in, of about 400 words each, for press 
publication. It was moved by Dr. McKwan and 
seconded by Dr. Holden that these articles start 
in the press at once. Passed. The secretary was 
instructed to arrange them in chronological order 
and send them to the Business Manager of the 
Journal for release as per his arrangements. The 
time when these articles should appear was thor- 
oughly discussed. Moved by Dr. 
seconded by Dr. McEwan that the articles should 


Irwin and 
appear in the Sunday editions insofar as possible. 
These articles, therefore, would leave the business 
manager's office on or before the Wednesday pre- 
ceding the Sunday of publication. Passed. 

Dr. 
standing by our component county societies’ sec- 


Dozier explained the possible misunder- 


retaries of a notice recently sent out requesting 
the names of physicians who would and could 
speak over the radio. The other proposition with 
which this was confused was that of radio talks 
that were requested to be re-written in shorter 
form for press articles. The request for doctors 
who could and would talk over the radio is to 
enable our committee to form a list of men in all 
parts of the State, who would talk over the radio 
when called upon from time to time. It must be 
understood that this committee is not functioning 
for one month or one year, but it is laying the 
ground work for functioning on a much larger 
scale, as time goes on, for some years in the fu- 
ture. At present, we are doing the ground work, 
and literally re-writing and fitting artic!es to our 
own Florida needs from articles that have been 
previously used, largely by the Illinois State Soci- 
ety. It is indeed a kindness for these component 
States to thus enable Florida to make a better 
start by using their articles and their experience 
of years back. These articles, however, wi | soon 
be exhausted, and Florida must build up her own 
library and use her own articles, so that we can 
function independently, and so that we can be in 
a position to help other State societies from time 
to time, as the States now functioning have helped 
us. With this end in view, we now request all 
county societies to send in articles, however short 
or long, that are of interest to the medical pro- 
fession, which have appeared in their local socicty 
meetings, or which have been broadcast over local 


radio stations. These articles, that can be col- 
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lected from the past, will be appreciated and the 
articles and talks that appear from time to time in 
the future should be sent in by the county society 
secretary to Dr. Wells, Daytona Beach, so that 
he may arrange them in their proper position, and 
thus keep up the sequence of press articles for 
the months and the years to come. 

Three local radio broadcasting stations report 
as follows: Orlando is broadcasting every Tues- 
day and Thursday at 11 a. m.; Tampa has started ; 
Miami started the week of December 7, 1931. 

Meeting adjourned. 

The next meeting of the Public Relations Com- 
mittee will be called at a time and a place to be 
decided in conjunction with the Executive Com- 
mittee and the Pre-Convention meeting. 

J. Ratston WeE.ts, M.D., 
Secretary, 
Public Relations Committee. 





ST. PETERSBURG’S NEW HOSPITAL 

St. Anthony’s Catholic Hospital of St. Peters- 
burg, owned and operated by the Sisters of the 
Third Order of Saint Francis, recently opened 
its doors to the public. |The hospital is located 
on Seventh avenue north at Eleventh street. 

The new hospital is the first Catholic institution 
of its kind on the West Coast and the second to 
be operated in Florida by the Sisters of Saint 
Francis. Mother Magdalena, who is in charge 
of the hospital, is a registered pharmacist and has 
wide experience in nursing and in hospital opera- 
tion. Sisters of Saint Francis have been operating 
hospitals and schools for forty or fifty years. 
The Order now has two large schools at Jamaica, 
West Indies, two at Buffalo, two at Pittsburgh, 
four in New Jersey, two in New York and a hos- 
pital at Miami. 

The building and property occupied by the St. 
Anthony’s Catholic Hospital was purchased sev- 
eral months ago, having formerly been known as 
the Faith Hospital, which was accredited by the 
American College of Surgeons. The building has 
been entirely renovated and improved both inside 
and out. All guest rooms have been redecorated 
and the interior has been painted throughout. The 
old system of having everything white in a hos- 
pital has been changed and attention has been paid 
to making the institution homelike with the use 
of colors in the rooms. The grounds, occupying 
the entire block between Sixth and Seventh ave- 
nues, have been beautified; a large number of 
shrubs and plants have been given to the new in- 
stitution. 


ST. PETERSBURG’S NEW HOSPITAL 
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St. Anthony’s Hospital will have a capacity of 
fifty-five beds to begin with but it is expected that 
this will be increased as the institution grows. 

The private office of the Mother Superior will 
be adjacent to the entrance hall. The elevator 
connecting the three floors is in front of the en- 
trance, also the central telephone exchange. Pro- 
visions will be made for the installation of a tele- 
phone in any room. The children’s ward, physio- 
therapy departments, orthopedic room, a com- 
pletely equipped kitchen and a receiving room for 
emergency cases will be located on the first floor. 

The first and second floors will be devoted 
largely to guest rooms, private and semi-private. 
Rooms containing two or four beds will replace 
the former large wards, while private rooms with 
bath and special accommodations for private 
nurses will take up the balance of the space. The 
drug room, supply room, diet kitchen, Sisters’ 
dining room, large nursery and solarium will also 
occupy the second floor. 

On the third floor will be located two large 
operating rooms for major operations. These 
rooms contain the most modern of hospital equip- 
ment. On this floor will also be located the deliv- 
ery room, genito-urinary room, and special room 
for eye, nose and throat examinations. The op- 
erating rooms on the third floor will be far re- 
moved from the patients who occupy rooms on the 
first and second floors. 

The nurses’ home, a separate building south of 
the main hospital building, has been entirely reno- 
vated and equipped with new furniture. All in- 
terior walls have been tinted and woodwork 
painted throughout. The exterior is finished in a 
buff stucco. 

The hospital staff will be named after the insti- 
tution has been in operation for some time. 





SECTIONAL MEETING OF THE AMER- 
ICAN COLLEGE OF SURGEONS 

A general invitation is extended to all members 
of the medical profession of the state to attend 
the Alabama, Florida, Georgia, Louisiana and 
Mississippi Sectional meeting of the American 
Co'lege of Surgeons, to be held in Jacksonville at 
the Mayflower Hotel on February Ist and 2nd, 
1932. 

The committee on local arrangements in Jack- 
sonville with the cooperation of the College head- 
quarters are making ever possible effort to secure 
a highly instructive and interesting meeting. The 
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general outline of the program announced is as 
follows: 
MONDAY, FEBRUARY 1, 1932. 

7:30 to 8:30 A.M.—Registration at the May- 
flower Hotel. 

8:30 to 11:00 A.M.—Operative Clinics and 
demonstrations in general surgery and the sur- 
gical specialties at local hospitals. 

11:30 to 12:30—Clinical address by an out- 
standing visiting surgeon. 

9:30 to 12:00 Noon—Hospital Round Table 
conference. 

2:00 to 4:30 P.M.—Hospital Standardization 
Conference for members of medical staffs, trus- 
tees, superintendents, nurses and others interested 
in hospital work. 

4:30 to 5:00 P.M.—Annual meeting of the Fel- 
lows of the College. 

6:30 to 10:00 P.M.—Dinner and sound med- 
ical motion picture exhibition. 

TUESDAY, FEBRUARY 2, 1932. 

8:30 to 11:00 A.M.—Operative Clinics and 
demonstrations in general surgery and the surgical 
specialties at local hospitals. 

11:30 to 12:30—Clinical address by an out- 
standing visiting surgeon. 

9:30 A.M. to 12 Noon.—Demonstrations and 
Round Table Conference on hospital departmental 
problems at one of the local hospitals. 

2:00 to 5:00 P.M.—Scientific Meeting. 

2:00 to 4:30 P.M.—Demonstrations and Round 
Table Conference on hospital departmental prob- 
lems at one of the local hospitals. 

8 :00 to 10:00 P.M.—Community Health Meet- 
ing. 

A number of distinguished surgeons, health 
leaders, and hospital authorities, from outside of 
the state included in the section will be brought by 
the College to Jacksonville on this occasion to 
participate in the program. 

On Monday evening it is to be especially noted 
that there is a dinner to which all of the medical 
profession is cordially invited. Following this 
dinner there will be a most interesting exhibition 
of sound medical motion pictures. Full details 
of the program will appear later. 





STATE NEWS ITEMS 
The annual meeting of the Southern Medical 
Association will be held in Birmingham, Alabama, 
November, 1932. The total registration at the 


meeting of the Association in New Orleans, 
November 18-20, was 2,087; 1,426 physicians, 
225 medical students and 436 ladies. There were 





THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 









56 registered from the Florida Medical Associa- 


tion as follows: 
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* * * 


The Escambia County Medical Society, at a 
meeting held on November 10th, had as guests 
members of the Walton-Okaloosa County Medical 
Society, doctors from the Naval Air Station and 
Naval Dispensary and members of the Escambia 
County Medical Society of Alabama, During the 
scientific session, an article on “The Use of Local 
Anesthesia in the Treatment of Fractures” was 
read by Dr. James M. Hoffman and discussed by 
those present. Dr. Alvyn W. White read a paper 
on “Some Observations on the Treatment of 
Empyema in Children by Aspiration,” which was 
also liberally discussed. Supper was served a/tet 
the scientific meeting. 
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Ses SS 
J. BROWN FARRIOR 

Dr. J. Brown Farrior of Tampa died at his 
home on October 3rd after an illness of several 
months. He was fifty years old. 

Dr. Farrior, a native of Alabama, was gradu- 
ated from Southern University, Greensboro, Ala- 
bama, in 1902 and from Tulane Medical College 
in 1905. He afterward took a post-graduate 
course at the University of Chicago, specializing 
in diseases of the eye, ear, nose and throat, gradu- 
ating in 1911, in which year he came to Tampa 
and began practicing his profession. He was 
active in the Hillsboro County Medical Society 
and was immediate past president of that organi- 
zation. He also took an active part in other civic 
efforts, being one of the original sponsors of the 
new Municipal Hospital and indefatigable in his 
labors to bring about the passage of the bond 
ordinance that resulted in the building and equip- 
ment of the hospital. 

It was said of Dr. Farrior that fully half of his 
practice was among those who were unable to pay 
for the services of a specialist. He was a member 
of Tampa Rotary Club, Hillsborough Lodge No. 
25, Free and Accepted Masons, Tampa Consis- 
tory No. 1, Scottish Rite Masons, and Egypt 
Temple of the Shrine. Surviving are the widow, 
three daughters, Evelyn, Julia and Sarah; three 
sons, J. B:, Jr., Searcy and Richard ; his parents, 
Dr. and Mrs. Joseph R. Farrior of Chipley ; two 
sisters, Mrs. W. A. McLeod of St. Petersburg 
and Mrs. M. S. Huggins of Chipley; and four 
brothers, W. L. and Dr. Goode Farrior, Chipley, 
and Dr. Hugh and J. Rex Farrior of Tampa. 


Dr. and Mrs. Alva Justin Floyd, Palmetto, 
announce the birth of a son, Alva Justin, Jr., on 
October 5th. 

* * * 

Dr. Ralph N. Greene, Jacksonville, served 
as head of the Speakers’ Bureau for the Com- 
munity Chest Campaign in Jacksonville during 
the month of November. Jacksonville’s chest 
budget of $300,000 was subscribed in full with a 
substantial surplus promised. 

* 6 


Dr. and Mrs. Bailey Brown Sory, Jr., West 
Palm Beach, announce the birth of-a daughter, 
Anne Long, on October 18th at the Good Samari- 
tan Hospital. 


The annual meeting of the Florida Midland 
Medical Society took place Wednesday, October 
28. A very interesting all-day program was en- 
joyed by an unusually large attendance. Program 
follows: 

“Hay Fever in Florida” —Dr. Frank C. Metzger, 
Sarasota. Discussion opened by Dr. R. L. 
Cline, Lakeland. 

“Urethral Obstruction”’—Dr. James L. Estes, 
Tampa. Discussion opened by Dr. Robert L. 
Henderson, Tampa. 

“Tuberculosis in Children”—Dr. William I. Sin- 
clair, Orlando. Discussion opened by Dr. 
Allen F. Higgins, Tampa. 

“Perforation of Gastric and Duodenal Ulcers” 
—Dr. W. D. Suggs, Bradenton. Discussion 
opened by Dr. Herman Watson, Lakeland. 

“The Examination of Urine’—Dr. J. A. Pines, 
Orlando. Discussion opened by Dr. H. A. 
Day, Orlando. 

“Poliomyelitis’—Dr. H. Mason Smith, Tampa. 
Discussion opened by Dr. James Boulware, 
Lakeland. 

Adjourn for Turkey Dinner at Manavista Hotel. 


AFTERNOON SESSION 

“The Treatment of Colitis’—Dr. Nathaniel L. 
Spengler, Tampa. Discussion opened by Dr. 
W. E. Sherman, Winter Haven. 

“Ultra Violet Ray’”—Dr. W. J. Johnston, Sara- 
sota. Discussion opened by Dr. LL. L. An- 
drews, Orlando. 

“Skull and Brain Injuries’—Dr. John R. Boling, 
Tampa. Discussion opened by Dr. L. W. 
Blake, Bradenton. 

“Incidence of Rheumatic Heart Disease in Flor- 
ida”—Dr. E. W. Bitzer, Tampa. Discussion 
opened by Dr. J. W. Alsobrook, Plant City. 

“Angina Pectoris’—Dr. T. M. Rivers, Kissim- 
mee. Discussion opened by Dr. T. A. Neal, 
Orlando. 

“Electrocoagulation Tonsillectomy”’—Dr. L. W. 
Blake, Bradenton. Discussion opened by Dr. 
W. J. Johnston, Sarasota. 

“Lung Abscess—Report of Cases Treated by 
Bronchoscopic Drainage’—Dr. Joseph W. 
Taylor, Tampa. 

“Clinical Cases”—Dr. J. F. Mason, Bradenton. 

Over fifty doctors were in attendance and it is 
claimed to have been the best meeting held for 
many years. A list of those attending the meeting 
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was not submitted for publication. Dr. G. H. 
Edwards, president of the Association, gave a 
short talk on “The State Association” and Dr. 
Joseph Halton of Sarasota discussed the coming 
state convention in May. Dr. J. W. Taylor, 
Tampa, was elected president ; Dr. L. W. Blake, 
Bradenton, first vice-president; Dr. John R. 
Boling, Tampa, second vice-president; and Dr. 
Robert C. Black, Plant City, secretary-treasurer. 
Tampa was chosen as the 1932 convention city. 


* * x 


Dr. and Mrs. Robert E. Gilbert, Winter Haven, 
announce the birth of a daughter, Shirley, on 


September 12th. 
xk *k x 


In the November Journal, page 244, the name 
of Dr. J. Ralston Wells was inadvertently omitted 
in connection with the meeting of the Public Rela- 
tions Committee held on October 8th at Gaines- 
ville. 

* *k * 

Dr. George W. Wood of Rockledge died at his 

home November 9th. 


e+ + & 


Dr. ard Mrs. Robert Preston Henderson, 
Tampa, announce the birth of a son, Richard 
Miller, on October 29th at the Tampa Municipal 
Hospital. 


+ + @ 


Dr. E. W. Warren, Palatka, is now practically 
recovered frem the results of an automobile acci- 
dent in which he sustained a broken leg and other 
injuries. Dr. Warren is now in his office after 
almost three months of confinement to bed. He 
is secretary of the Railway Surgeons Association 
and is also secretary of the Putnam County Med- 
ical Society. 

> ¢ 


Dr. W. M. Shaw and family spent the Thanks- 
giving holidays in Sumter, South Carolina, with 
Dr. Shaw’s mother. 

x * x 

Dr. William E. Westcott, formerly of Orlando, 

is now located at Candler, North Carolina. 


*x* * * 


Dr. Clifford G. Blitch, Jacksonville, was ap- 
pointed by the Duval County Welfare Board as 
an associate in the department of tuberculosis at 
the Duval County Hospital recently. 


Dr. and Mrs. S. Ward Fleming, West Palm 
3each, recently returned from a six weeks’ motor 
trip through the middle west. During this time 
Dr. F’eming attended surgical clinics in Barnes 
Hospital, St. Louis. 


* * * 


Dr. J. W. Hodges, who will be remembered 25 
house physician at the Quisisana Hotel, Green 
Cove Springs, from 1912 to 1920, has just been 
retired from the United States Veterans’ Hospital 
at Hines, Illinois. Dr. Hodges has completed 
eleven years’ service with the government and has 
returned to Florida where he expects to locate as 
a retired physician. 


* * * 


Dr. H. L. Merryday, Daytona Beach, has been 
retained as chief of staff of the Halifax District 
Hospital for another year and Dr. Joseph H. 
Rutter, city physician, was re-elected secretary. 

oa . 

Mr. Sigmond Harris, 81, retired cotton mer- 
chant of Eastman, Georgia, died November 17th 
at the home of his son, Dr. Herrman H. Harris, 
Jacksonville, Florida, 

es 3 

The Florida Radiological Society was formally 
organized on November 14, 1931, at a meeting 
held in St. Petersburg under the chairmanship 
of Dr. L. W. Cunningham of Jacksonville. A 
const’‘tution and by-laws were adopted at the 
organ‘zation meeting. The following officers 
were elected to hold office until the spring meet- 
ing, 1932: 

President—lL,. W. Cunningham, Jacksonville. 
Vice-President—O. O. Feaster, St. Petersburg. 
Secrctary-Treasurer—F rederick K. Herpel,. West 

Palm Beach. 

Meetings of the society will be held in May and 
November, the May meeting being held the day 
before the meeting of the Florida Medical Asso- 
ciation. The radiologists of Florida have been 
meeting twice yearly, informally, for the discus- 
sion of their problems. The newly formed organ- 
ization but makes a permanent organization and 
increases the scope of its activities. 
x * x 

An examination by the American Board of 
Otolaryngology was held in Indianapolis, In- 
diana, September 12, 1931, just prior to the meet- 
ing of the American Academy of Ophthalmology 
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and Otolaryngology held in French Lick, Indiana. 
Forty-three candidates were examined, of which 
nine were conditioned or failed. The Board will 
hold an examination in New Orleans on May 9th, 
during the meeting of the American Medical 
Association, and in Montreal, next fall, just prior 
to the session of the American Academy of Oph- 
thalmology and Otolaryngology. Prospective 
applicants for certificates should address the Sec- 
retary, 1500 Medical Arts Building, Omaha, Ne- 
braska, for proper application blanks. 


x * x 
Dr. Ernest Milam, Jacksonville, was a visitor 
in West Palm Beach recently. 


* *x* * 


The American Board for Ophthalmic Exami- 
nations will hold an examination in New Orleans 
on Monday, May 9th, 1932, at the time of the 
meeting of American Medical Association. Appli- 
cations for this examination may be procured 
from the Secretary, 122 South Michigan Boule- 
vard, Chicago, Illinois. Your application should 
be sent in at least sixty days prior to the date of 
the examination. 

. ¢ « 


Dr. Ralph N. Greene, Jacksonville, has been 
appointed on the contest committee of the fourth 
annual Miami All-American air races to be held 
in January. Dr. Greene has served in an official 
capacity in a number of record-breaking aviation 
trials held under the sanction of the National 
Aeronautical Association and will act as chairman 
of the technical committee for the Miami meet. 


* * * 


The Pasco-Hernando-Citrus County Medical 
Society held its regular monthly meeting with Dr. 
T. F. Jackson in Dade City, Thursday evening, 
November 12th. After dinner at the Gray Moss 
Inn Hotel, Dr. G. H. Edwards, president of the 
State Association, spoke on the general working 
of the Florida Medical Association and of the 
plans for the next state medical meeting to be 
held in Sarasota, May, 1932. Dr. Edwards ex- 
plained the work of the Public Relations Com- 
mittee of the Association and requested the full 
cooperation of the Society. He also presented a 
paper on “Surgical Operations Dealing with Dis- 
eases of Women.” Dr. G. R. Creekmore and Dr. 
T. F. Jackson made reports of the organization 
and activity of the Pasco-Hernando-Citrus Coun- 
ty Medical Society. Dr. W. H. Spiers of Orlando 
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spoke very encouragingly of the Society’s work. 
Upon Dr. Furlow’s invitation to the Society to 
meet with him in Brooksville in December, the 
meeting adjourned. Those present were Doctors 
J. T. Bradshaw, A. B. Cannon, G. R. Creekmore, 
L. H. Dame, L. T. Furlow, T. F. Jackson, G. H. 
Edwards and W. H. Spiers. 


* * * 


Dr. Edward Jelks, Jacksonville, was recently 
chosen president of the Jacksonville Historical 
Society. 

. *£ * 

Dr. J. R. McEachern was recently appointed 
city health officer for Tampa. Dr. McEachern 
succeeds Dr. Charles W. Bartlett, Jr., in this 
office. 

* * * 

Dr. and Mrs. Councill Courtland Rudolph, St. 
Petersburg, announce the birth of a son, Councill 
Courtland, Jr., on October 11th at the Tampa 
Municipal Hospital, Tampa. 

* * * 

The annual meeting of the Duval County Med- 
ical Society was held at the Hotel Mayflower, 
Tuesday evening, December Ist. Dr. Robert 
Mclver was elected president of the Society ; Dr. 
Kenneth Morris, vice-president ; Dr. F. L. Fort, 
secretary, and Dr. E. C. Swift, treasurer. Dr. 
Luther Holloway, the retiring president, was 
elected to serve on the Board of Governors. The 
following doctors were elected as delegates to the 
House of Delegates of the Florida Medical Asso- 
ciation: Luther Holloway, Gerry Holden, Ferdi- 
nand Richards, H. Marshall Taylor, W. M. Shaw, 
George Richardson, Clayton E. Royce and Ken- 
neth Morris. Doctors W. W. Kirk, B. F. Wool- 
sey, Edwin C. Swift and F. L. Fort were elected 
as alternate delegates. 

 . 

Dr. and Mrs. Charles Edgar Creel, Pahokee, 
announce the birth of a daughter, Patricia Ann, 
on October 15th at the Good Samaritan Hospital, 
West Palm Beach. 


* * * 


Dr. and Mrs. Shaler Richardson, Jacksonville, 
announce the arrival of a baby girl, Saturday, 
December 12th. 

* * * 

Dr. J. F. Cranford announces the removal of 
his offices from the Florida National Bank Build- 
ing to Rooms 503-504 Sumner Building, St. 


Petersburg. 
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THE S. M. A. CONVENTION AT NEW 


ORLEANS, LOUISIANA 
Our Florida Auxiliary should indeed feel proud 
of the honors which were accorded two of its 
members at the meeting of the Woman’s Auxil- 
M. A., held in New Orleans in 
E. Driskell 


of Jacksonville, was elected first vice-president, 


iary to the S. 
November. Our President, Mrs. S. 
and our Past President, Mrs. J. Ralston Wells, 
of Daytona Beach, was appointed chairman of 
organization. We are happy that both of our 
State Presidents should be so signally honored. 

In this month’s issue, we shall only attempt to 
report the activities of the Auxiliary to the S. M. 
A. in convention assembled, but hope next month 
to tell of some of the splendid and delightful en- 
tertainments which were provided by our host- 
esses, the Louisiana Auxiliaries. 

The eighth annual meeting of the Woman’s 
Auxiliary to the Southern Medical Association 
was held in New Orleans, Louisiana, at the Roose- 
velt Hotel, on Nov. 18, 19, 20, 1931. The Con- 
vention began at 10 o’clock Wednesday morning 
This 
was followed by a luncheon at 12:30, to which 
all women attending the meeting were invited. 
The decorations for this luncheon were beautiful, 
especially the table of the honor guests and offi- 
cers. Mrs. Collom, the President, who presided, 


with the meeting of the Executive Board. 
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Brawner’s Sanitarium 


ATLANTA, GEORGIA 
NERVOUS AND MENTAL 


A modern neuropsychiatric hospital with special lab- 
oratory facilities for the study and treatment of early 
cases. Also a department for the treatment of drug 
and alcoholic addictions. 

The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 
Smyrna, Ga. The grounds comprise 80 acres. The 
buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 478 Peachtree St., 
Atlanta, Ga. 

DR. JAS. N. BRAWNER. Medical Director. 

DR. ALBERT F. BRAWNER, Resident Physician. 























J. K. ATTWOOD, Pharmacist 


Wade Bldg., 1022 Park Street, 
JACKSONVILLE, FLORIDA. 


BIOLOGICALS TEST SOLUTIONS 
STAINS (MICROSCOPIC) 
PRESCRIPTIONS 


Out-of-town Orders Shipped by Return Mail 
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Results ... more simply - 
more quickly 


Explains the Ever Increasing Use of 
S. M. A. by Physicians 


I—Resembles Breast Milk both Physically and 
Chemically. 

2—Only Fresh Milk from Tuberculin Tested Sone is 
Used as a Basis for the Production of S. 


3—No Modification Necessary for Normal bed wes 
Infants. 


4—Simple for the Mother to Prepare. 
5—Prevents Rickets and Spasmophilia. 
é—Results More Simply and More Quickly. 


? SAMPLES ? 
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CORPORATION 
C 


LEVELANOD. OHIO — 


CHARLES A. REED 
Owner,Manager 


For the Scientific Treatment of 
Invalids, Mental and Nervous Dis- 
eases, Alcohol and Drug Patients 


HERBERT L. FOSSEY, M.D. 
Resident and Consulting 
Neuro-Psychiatrist 





Formerly Assistant Professor of Nervous and 
Mental Diseases, University of Wisconsin. 
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First Aids for Doctors 


DEAR Doctor: 

One careful look at the adveriising pages of ycur State Journal shows there are a dozen or 
more “first aids” for phys:cians to be had for the asking. A late issue contained, among others, 
these advertisements with the offer of free samples: 


R. B. Davis Co. Merck & Co., Inc. 
Hoffmann-LaRoche, Inc. The Nonspi Co. 
Hynson, Westcott, Dunning Parke, Davis & Co. 
Eli Lilly & Co. S. M. A. Corp. 
Mead Johnson & Co. £. R. Squibb & Sons. 


Did you get your supply, Doctor? 
JUST LISTEN TO WHAT THESE ADVERTISERS OFFER: 


American Optical Co.: “Ful-Vue Bifocals are marginally correct.” 

S. H. Camp & Co.: “A set of anatomical studies furnished on request” 

Knox Gelatine Co.: “Complete information and recipes.” 

Record Company: “We can solve your printing problems, however difficult.” 
Southeastern Optical Co.: “Details of Glare Test will be furnished.” 

Dr. Katherine L. Storm: “Ask for literature.” 

Surgical Supply Co.: “Mail orders shipped same day received.” 

Veil Maternity Hospital: “Write for booklet.” 
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was presented with a huge basket of pink roses 
and each honor guest was given a shoulder bou- 
quet of orchids. 

After the invocation by the Rev. Matthew 
Brewster, Rector of St. Andrew’s Episcopal 
church, New Orleans, came the address of wel- 
come by Mrs. S. M. Blackshear, President of the 
Auxiliary to the Orleans Parish Medical Society. 
This was followed by greetings from the Louis- 
iana State Auxiliary, given by its President, Mrs. 
H. W. E. Walther of New Orleans. The response 
to these speeches was to have been given by Mrs. 
Geo. A. Hendon, of Louisville, Kentucky. Mrs. 
Hendon was unable to be present, so at the last 
moment her place was filled by an excellent 
“pinch-hitter,” Mrs. J. Ralston Wells, of Day- 
tona Beach, Past President of our Florida State 
Auxiliary. 

At this time, Dr. Felix J. Underwood, of Jack- 
son, Miss., President of the S. M. A., was pre- 
sented by Mrs. Collom. After bringing greetings 
from the S. M. A. he gave a most inspiring talk 
and commended highly the work of the Auxiliary. 

Among the honor guests were Mrs. A. B. Mc- 
Glothlan, of Missouri, President of the Woman's 
Auxiliary to the American Medical Association, 
and Mrs. Felix J. Underwood, wife of the Presi- 
dent of the Southern Medical Association. 

Mrs. Collom asked Mrs. Seale Harris, of Bir- 
mingham, Ala., who was the first president of the 
Woman’s Auxiliary to the S. M. A. (Mrs. Col- 
lom spoke of Mrs. Harris as the “Mother” of this 
organization), to introduce in turn the former 
presidents, who were present. Each of these gave 
a three-minute talk on the “Good of Our Auxil- 
iary.” The meeting then adjourned, until the 
business meeting next morning. 

GENERAL BUSINESS MEETING 

The general business session of the Woman's 
Auxiliary to the Southern Medical Association 
was held in the Tip Top Inn of the Roosevelt 
Hotel, New Orleans, Thursday, November 19th, 
beginning at nine o’clock in the morning. 

The meeting was called to order by the Presi- 
dent, Mrs. S$. A. Collom. The invocation was by 
Father F. B. Carbajal, of the Church of the Im- 
maculate Conception. Mrs. W. R. Buffington of 
New Orleans told of the various entertainment 
planned. 

Mrs. F. M. Johns of New Orleans reported a 
total of 503 women registered ; 225 of this number 
being from the hostess city. 

Mrs. A. B. McGlothlan, president of the 
Woman’s Auxiliary to the A. M. A., brought 
greetings.. She spoke of Auxiliary work first, as 
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a means of promoting good fellowship among 
the doctors themselves and among their families ; 
second to encourage worthy philanthropic work, 
such as a medical benevolent fund, student loan 
fund, preventorium and general child welfare 
work ; third to stress health education of the laity 
through its various health programs, and to em- 
phasize the importance of placing Hygeia in every 
reading room, school, and home possible in order 
to offset literature of various faddists and cults. 

Mrs. Collom gave her report as president, and 
urged the Auxiliary to help create a stronger de- 
sire for health. She left the wish that the aims 
an purposes of the organization might grow 
stronger and brighter and more helpful. 

Mrs. C. W. Garrison of Little Rock, Ark., re- 
ported that the Southern Auxiliary now has a 
membership of 4,947, and Texas had shown the 
largest gain during the past year. 

Mrs. A. A. Herold of Shreveport, La., read the 
courtesy resolutions. 

Mrs. C. E. Oates, of Little Rock, gave a report 
of the medical history sent in from every state. 
This was most interesting and enlightening and 
gave promise of more yet to come. 

It was voted that each state continue to send in 
data on its various medical heroes, and when suffi- 
cient material has been collected, it be published 
in book form. 

The following state presidents were present and 
were introduced by Mrs. J. B. White of Atlanta; 
Mrs. Perdue of Alabama, Mrs. Brookshire of 
Arkansas, Mrs. Driskell of Florida, Mrs. Walther 
of Louisiana, Mrs. Mason of Mississippi, Mrs. 
Cragg of Tennessee, and Mrs. Brindley of Texas. 
Each one gave an inspirational report of work 
done in their states. Other presidents sent reports 
to be read by alternates. 

Dr. . H. Cary of Dallas and Dr. Seale Harris 
of Birmingham, members of the advisory com- 
mittee, spoke briefly and encouraged the Auxil- 
iary to go forward with its work. 

The nominating committee, composed of Mrs. 
Seale Harris, Mrs. D, J. Williams of Mississippi, 
Mrs. D. A. Rheinhart of Arkansas, and Mrs. A. 
T. McCormack of Kentucky, presented the fol- 
lowing slate which was adopted and officers elected 
as a whole: 

President—Mrs. C. EF. Oates, Little Rock, Ark. 
President-Elect—Mrs. A. A. Herold, Shreveport, 

Louisiana. 

First Vice-President—Mrs. $. E. Driskell, Jack- 
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